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Suscripción  Anual:  $4.00 


flet  Dren  Aleñe— 

but  many  other  nutritional  factors  are 
usually  involved  in  SECONDARY  ANEMIAS 


FERBETEX 


Saxnx 


supplies  a well-rounded,  well  balanced  therapeutic 
combination  of  essentials. 


Each  tablet  provides: 


FERROUS  GLUCONATE  3 grains 

LIVER  CONCENTRATE 3 qrains 

B-COMPLEX  VITAMINS 

Thiamin 2 mg. 

Riboflavin 2 mg. 

Ca.  Pantothenate 1 mg. 

Pyridoxine 0.5  mg. 

Niacinamide 10  mg. 

FOLIC  ACID 0.5  mg. 

ASCORBIC  ACID 20  mg. 

and 

VITAMIN  B-l  2 3 micrograms 


An  Efficient  hematopoietic,  FERBETEX  is  remarkably  well  toler- 
ated, with  optimal  nutrient  utilization,  and  least  gastrointestinal 
upsets. 

Bottles  of  50  and  100  capsule  shaped  tablets. 

Physicians’  Samples  and  Literature  upon  request. 

EXCLUSIVE  DISTRIBUTORS: 

JOAQUIN  BELENDEZ  - SOLA  INC. 

P.O.Box  1188  Tel.  2-1100 

San  Juan,  Puerto  Rico. 


PotyVi-Sol  Tri-Vi-Sol  Ce-Vi-Sol 
for  their  varying  vitamin  needs... 


VITAMIN  A 


VITAMIN  D 


ASCORBIC  ACID 


THIAMINE 


RIBOFLAVIN 


NIACINAMIDE 


POLY-VI-SOL 

each  0.6  cc.  supplies: 


5000 

units 


TRI-VI-SOL 

each  0.6  cc.  supplies: 


5000 

units 


CE-VI-SOL 

each  0.5  cc.  supplies: 


irater-soluble 

liquid  vitamin 
preparations... 

pleasant  tasting,  convenient, 
economical.  Available  in  15  and 
50  cc.  bottles  with  calibrated 
droppers. 


Mead  Johnson  & co. 

EVANSVILLE  2 X , I N D.,  U.  S.  A. 


P.  O.  Box  3081  — San  Juan,  P.  R. 


PREFERIDA  PORQUE:  Se  ha  establecido  claramente  la  po- 
tencia, pureza  y ausencia  de  toxicidad  de  la  Vitamina 
B12  cristalina. 


Potencia:  La  potencia  de  este  producto  se  ha  determinado  con 
precisión,  mediante  peso  exacto. 

Pureza:  Factor  antianémico  puro. 

Eficacia:  Produce,  en  dosis  microgramáticas,  los  máximos  efec- 

tos hematológicos  y neurológicos. 


Cobione  es  la  marca  de 
fábrica  de  Merck  & Co. 
lnc.  para  su  Vitamina  B12 
Cristalina. 

La  única  forma  farmacéu • 
tica  de  esta  importante 
Vitamina,  oficial  en  la 
Farmacopea  de  los  Esta- 
dos Unidos. 

Folletos  gratis  a solicitud 


Tolerancia:  Extremadamente  bien  tolerada;  no  se  ha  dado  cuenta 
de  que  produzca  fenómenos  de  sensibilidad. 

Estudios  de  la  toxicidad:  Las  más  recientes  investigaciones  far- 
macológicas han  permitido  demostrar  que  dosis  ex- 
traordinariamente altas  de  Vitamina  Bi2  cristalina 
(1.600  mg./Kg.)  no  han  producido  efectos  tóxicos 
en  ninguno  de  los  animales  de  experimentación.  En 
cambio,  la  dosis  de  3 mg./Kg.  de  un  “concentrado”, 
ha  causado  la  muerte  del  100%  de  los  animales  de 
experimentación. 

Merck  & Co.  Inc.— La  primera  en  aislar  y producir 
la  Vitamina  B12  y en  suministrar  la  Vitamina  B12 
Cristalina  en  solución  salina  fisiológica  bajo  la  marca 
de  fábrica  Cobione  en  ampollas  de  1 c.c.  que  contiene 
15  microgramos  de  Vitamina  B12  cristalina. 

También  se  vende  al  granel. 

Bi2  COBIONE 

Vitamina  Bi2  Cristalina  de  Merck  & Co.  Inc. 


SUBSIDIARIA  DE 

MERCK  (NORTH  AMERICA)  INC. 

161  Avenue  of  the  Americas,  New  York  13,  N.  Y.,  U.  S.  A.  f^oductosó^ím icos 

^ Rahway,  N.  J.,  U.  S.  A. 


Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 


Representantes  para  Puerto  Rico 

JOAQUIN  PELENDEZ  SOLA 

Ave.  Labra  Núm.  802  Apartado  1188 

Santurce,  P.  R.  San  Juan,  P.  R. 
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QUE  POR  SI  SOLO 

proporciona  completa 
nutrición  a los  bebés 


BIOLAC  satisface  una  importante  necesidad  del  bebé  ali- 
mentado artificialmente.  En  efecto,  en  este  alimento  en  sí  están 
contenidos  todos  los  valores  nutritivos  esenciales  que  se  encuen- 
tran en  la  leche  materna.  Ciertamente,  BIOLAC  proporciona  tanto 
las  ventajas  nutritivas  como  las  digestivas  de  la  leche  materna. 

Modificado  para  compensar  las  deficiencias  biológicas  de  la 
leche  de  vaca,  BIOLAC  posee  la  doble  ventaja  de  tener  una  ade- 
cuada cantidad  de  proteína  y un  reducido  nivel  de  grasa. 

Su  moderado  contenido  de  proteína  satisface  el  marcado  re- 
querimiento, en  los  primeros  meses  de  la  infancia,  de  este  tan 
importante  elemento  para  la  formación  de  los  tejidos.  Y el  redu- 
cido nivel  de  grasa,  que  provee  las  cantidades  apropiadas  para 
una  adecuada  nutrición,  disminuye  la  posibilidad  de  trastornos 
digestivos  que  puedan  provenir  de  excesivas  ingestiones  de  grasa. 
Tanto  la  grasa  como  la  proteína  se  encuentran  en  forma  fácilmente 
digestible. 

A BIOLAC  se  le  ha  agregado  lactosa  (el  azúcar  natural  de 
leche)"  para  aurtíéhtaf  el  contenido  de  carbohidrato  . . . BIOLAC 
ha  sido  enriquecido  con  las  vitaminas  A,  Bi,  D y hierro.  Es  fácil  de 
recetar'  . . . fácil  de  preparar,  ya  que  sólo  hay  que  agregarle 
agua  hervida,  enfriada,  según  instrucciones. 

El  médico  puede  recetar  BIOLAC  c 
absoluta  confianza  como  un  alimento  id< 
para  el  bebé— un  alimento  completo  por 
mismo. 

SEÑOR  DOCTOR:  Tenemos  la  seguridad  que 
BIOLAC  le  dará  a Ud.  excelentes  resultados  en  la 
alimentación  infantil.  ¿Por  qué  no  se  convence 
por  sí  mismo  sometiendo  BIOLAC  a una  prueba 
hoy?  Sírvase  escribirnos  si  desea  recibir  literatura 
o material  gratis  para  experimento  clínico. 


THE  BORDEN  COMPANY 


350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.U.A.  89R 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION'  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


La  Lámpara  de  Hendidura  de  Poser 


QISEÑADA  por  B & L,  la  Lám- 
para de  Hendidura  de  Poser 
para  el  diagnóstico  diferencial 
en  la  patología  del  ojo,  presenta 
muchas  ventajas  en  biomicros- 
copia.  La  iluminación  brillante 
del  tipo  Koeppe  lleva  una  hendi- 
dura ajustable.  Un  microscopio 
gran  angular  y binocular  de  16x 
permite  abarcar  toda  la  córnea. 
Oculares  con  puntos  ópticos  lar- 
gos facilitan  el  examen  rápido 
del  campo  ancho.  Ambos  brazos 
rotan  alrededor  del  ojo  del  pa- 
ciente como  centro.  Es,  pues, 


una  lámpara  indispensable  para 
el  oftalmólogo. 

H.  V.  GROSCH  CO. 

Calle  Comercio  402 
San  Juan,  Puerto  Rico 

BAUSCH  & LOMB 

Optical  Co.  - Rochester,  N.  Y., 
E.  U.  A. 

Fundada  en  1853 


Newest  broad-spectrum  antibiotic 

/Vow  available  for  oral,  parenteral  and  topical  therapy 
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HYDROCHLORIDE  7 

/or  hospital  use  only  1UÜÜ&] 

Crystalline  Terramycin  Hydrochloride  for  Intravenous 

Rapid-acting  dosage  forn 

Supplied:  10  cc.  vials  containing  250  m 
Terramycin  Hydrochloride  w 
glycinate  as  a buffer; 

20  cc.  vials 


Terramycin 


lOCHLORlOE 


the  preparation 


dry  mixture  tor 
ns.  Each  vial  pro' 

.odium  borate-sod 

[ in  5 cc*  oí  Water 

SuppHed 

eatment  of  eye  infections. 


containing  500  mg.  of 
Terramycin  Hydrochloride  with  sodium 
glycinate  as  a buffer. 


CRYSTALLINE 


CHAS  PFIZER  & CO.,  I$iC. 

SI  Maiden  Lane,  New  York  7,  N.Y 


Export  Department 


Simplifique  la  analgesia  y antipiresis 
de  los  niños  con  ASPERGUM 


ASPERGUM  proporciona  “analgesia  salival”,  suave  alivio  en  la  zona 
bucofaríngea.  Más  eficaz  que  los  gargarismos  y pulverizaciones,  posee 
además  un  suave  efecto  sistemático  en  los  niños. 

Alivio  sintomático  después  de  la  amigdalectomía,  amigdalitis, 
resfriados,  fiebre  y dolor  de  cabeza. 

Dosis  adecuada—  3 Vi  grs.  de  aspirina  por  tableta. 

Dosificación  agradable— a los  niñps  les  gusta  mascar  el  chicle, 
base  del  Aspergum. 

Conveniente  y de  más  eficacia  local  que  los  gargarismos  y las 
pulverizaciones. 

ASPERGUM  de 

Desde  hace  más  de  veinte  años  reconfortante  ayuda  al  paciente 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 
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to  relieve  nausea  and  vomiting 
of  pregnancy  and  in  adoles- 
cent acne 

P Y R I B E X I N 

(Pyridoxine  HCI  **"  Thiamine  Chloride) 
Each  1 cc  contains: 

Vitamin  Bl  . 50  mg. 

Vitamin  B6 50  mg. 

VIALS  OF  10  cc 


for  use  in  hypochromic  and  nu- 
tritional anemias 


(Iron  - Liver  - B Complex) 

Each  cc  contains: 

Thiamine  HCl  (Bl)  100.  mg. 

Riboflavin  (B2)  0.5  mg. 

Pyridoxine  HCl  (B6)  1.  mg. 

NICOTINAMIDE  50.  mg. 

IRON  CACODYLATE  10.  mg. 

LIVER  (10  U.S.P.  UNITS 

PER  CC)  0.2  cc. 

Phenol  (As  preservative)  0.5% 

VIALS  OF  10  cc 


BÉ1ÉÉ 


Improved 

Formula 

.:..x  x&SÍÍS* 


NION  CORPORATION  LOS  ANGELES  38,  CALIFORNIA 

JOAQUIN  BELENDEZ  SOLA,  INC. 

P.0  BOX  1188,  SAN  JUAN,  PUERTO  RICO 


a refreshing, 
soothing 


FOR  OCULAR  IRRITATION 
DUE  TO  EYESTRAIN, 
DUST,  SMOKE  OR  GLARE 


, eye^ 
lotion 


OCUSOl. 

{SOTONtC 
lotion  kg 
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Ocusol®  is  an  isotonic,  aqueous  solution  containing  boric  acid  U.S.  P.  1.1%, 


sodium  borate  U.S.P.  0.5%,  berberine  sulfate  0.01%,  distilled  extract  of 


witch  hazel  N. F.  2.6%,  camphor  U. S. P.  0.04%,  methylparaben  U.S. P.  0.05%, 
rose  oil  0.01%,  glycerin  U.S.P.  1.3%,  NaCl  U.S.P.  0.38%  and  water  94.01%. 

Ocusol  is  harmless  to  the  eyes;  it  may  be  used  as  often  as  required.  Each 
package  contains  a sanitary,  plastic  eye  cup. 


THE  NORWICH  PHARMACAL  COMPANY 
Norwich,  New  York,  U.  S.  A. 


> Distribuidores— CESAR  CASTILLO;  INC.,  Calle  Tetuan  155,  San  Juan 
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Ventajas  de  Sa  Avena  Quaker 
como  Alimento  para  los  Niños 


s indiscutible  que  el  niño  debe 
recibir  suficientes  cantidades 
de  carbohidratos,  grasa,  proteínas, 
minerales  y vitaminas  si  se  persi- 
gue su  desarrollo  normal  ...  y 
el  concepto  de  agregar  alimento 
sólido  a la  leche  materna  o a las 
fórmulas  de  la  leche  de  vaca,  no 
constituye  ninguna  innovación 
hoy  día.  En  efecto,  ahora  es  una 
práctica  bastante  corriente  entre 
los  pedíatras  de  muchas  partes, 
introducir  alimento  sólido  ade- 
cuado en  la  nutrición  de  los  bebés, 
empezando  con  frecuencia  a la 
edad  de  3 meses.  Esto  se  hace  con 
el  doble  interés  de  variar  los  re- 
quisitos nutritivos  y estimular 
desde  temprano  el  desarrollo  de 
los  buenos  hábitos  dietéticos. 
Entre  las  numerosas  ventajas  de 

AVENA 


QUAKER 

LA  MARAVILLA  ALIMENTICIA  DE  LA  NATURALEZA 


la  Avena  Quaker,  se  destaca  la 
abundancia  de  sus  elementos  ali- 
menticios vitales  requeridos  por 
el  infante. 

En  vitamina  Bi,  en  proteína,  en 
hierro  y en  energía  alimenticia, 
no  hay  ningún  otro  alimento 
dentro  de  su  clase  que  sobrepase 
a la  Avena  Quaker.  Además,  la 
Avena  Quaker  es  fácil  de  digerir  y 
deliciosa  al  paladar.  Debido  a su 
general  alcance,  economía  y cali- 
dad inalterable,  la  Avena  Quaker 
puede  ser  clasificada  como  un 
valioso  suplemento  de  la  nutrí-' 
ción,  digna  de  la  más  alta  con- 
sideración en  la  dieta  requerida 
por  los  niños. 
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from  quality  control 


IN 

DAIRY 
LABORATORY 


When  food  products  must  be  kept  within 
legal  bacterial  limits,  or  fermentation  enters 
into  the  process — colony  counting  is  often 
a must.  In  dairies,  canneries,  breweries,  and 
other  food  processing  plants,  quality  and 
profits  are  preserved  through  careful  pro- 
duction control  with  AO  Spencer  Colony 
Counters  and  other  Scientific  Instruments. 

The  dark,  contrasting  background  in  the 
Spencer  DARK  FIELD  Quebec  Colony 


Counter  makes  even  pinpoint  bacterial 
colonies  easy  to  distinguish  and  count. 
Comfortable  to  use,  easy  on  the  eyes  — 
indirect  light  floods  the  specimen  from  all 
angles. 

For  your  laboratory  specify  AO  Spencer 
Colony  Counters,  Microscopes,  Illumina- 
tors and  other  Scientific  Instruments.  We 
will  gladly  supply  literature  or  assistance 
on  inspection  problems. 


PUERTO  RICO  OPTICAL  COMPANY 

Agentes  Exclusivos  de 


t/í(a&€l¿  of  iPtec&ion  O/i/ica/  fot  ovet  400  Weaiá 
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PRECOOKED  OATMEAL 


consiste  0f  oatmeal,  malt  syrup,  powderea  v 
P«Wly  prepared  for  human  use,  sodium  cWol'W*’„ 
>«Und  reduced  iron.  Pabena  furnishes 

including  thiamine,  and  nutritionally  ""I*!  , 
ci  #h/,ron'  c°PPer,  calcium,  and  phosphorus).  ¿ 
|i  ¿Wo“8h  cooking  and  drying,  Pabena  i* 

* Palatable,  convenient  to  prepare,  econom 

Squires  no  cooking  . A<m  IB,'k 
'"'■'«r,  ho.  or  co|d  Serye  with  mi'll  of 


MfCOOKED  OATMEAl 


PABENA"  is  oatmeal,  and  has  the  rich,  full  oatmeal 
flavor.  Its  nutritional  qualities  and  its  vitamin  and 
mineral  content  are  similar  to  those  of  Pablum.* 


PABENA  is  valuable  for  infants  and  children  who 
are  sensitive  to  wheat,  and  is  an  ideal  first  solid  food. 


= T.  M.  Reg.  U.  S.  Pat.  Off. 


PABENA,  like  all  Mead’s  products,  is  adver- 
tised only  to  the  medical  profession. 


PABENA. . . precooked  oatmeal 
specified  by  physicians 


P.  O.  Box  3081  — San  Juan,  P.  R. 


Now  fortified  with 
Folic  Acid  and 
B vitamins- 


Patients  with  chronic  or  nutritional  anemias  may  be  deficient 
in  several  factors  essential  for  blood  regeneration — iron,  liver 
factors  and  B vitamins,  including  folic  acid. 


Each  daily  dose  of  Bépron  Fortified  (1  fluid  ounce)  supplies— 

Total  soluble  constituents  of  2 ounces 
of  whole  beef  liver 
3 grains  of  iron  (Fe)  as  saccharated 
ferrous  iron,  equivalent  to  9.6  grains 
of  dried  ferrous  sulfate 
5 mg.  of  folic  acid 
2 mg.  of  thiamine  hydrochloride 
2 mg.  of  riboflavin 
15  mg.  of  niacinamide. 

Bépron  Fortified  is  recommended  for  the  treatment 
of  chronic  or  nutritional  hypochromic  microcytic 
anemias,  and  for  maintenance  therapy  of  certain 
macrocytic  or  normocytic  anemias. 


BECKON 

FORTIFIED 


Supplied  in  bottles  of 
16  fluidounces. 


BÉPRON*  FORTIFIED 


WYETH  INCORPORATED  . PHILADELPHIA  3, 


PA. 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


REGARDLESS  of  the  many  other  considerations  involved, 
- only  a well-nourished  baby  can  be  a happy  baby.  To  this 
end,  Libby’s  Baby  Foods  can  contribute  considerably.  Homo- 
genized by  an  exclusive  process,  Libby’s  are  modified  so  that 
cellulose  cell  capsules  are  ruptured  and  nutrients  are  dis- 
persed homogeneously  through  the  food  mass. 

— Nutrient  availability  is  enhanced  and  texture  is  changed 
to  such  satin-smoothness  that  Libby’s  Baby  Foods  have 
been  fed  as  early  as  the  sixth  week  of  life.  Thus  the  infant 
is  provided  with  the  many  valuable  nutrients  contained  in 
the  wide  variety  of  infant  foods  made  available  by  Libby. 

Bee<s  • Carrots  • Green  Beans  • Peas  • Spinach  • Squash  • Vegetable  Soup  • Mixed 
Vegetables  • Garden  Vegetables  • Liver  Soup  • Vegetables  with  Bacon  • Vegetables 
with  Beef  and  Barley  • Vegetables  with  Lamb  • Apples  and  Apricots  • Apples  and 
Prunes  • Apple  Sauce  • April's- Farina  • Peaches  • Peaches-Pears-Apricots  • Pears 
and  Pineapple  ° Prunes  (with  Pineapple  Juice  and  Lemon  Juice)  • Custard  Pudding 

Libby,  M?Neill  & Libby  • Chicago  9,  Illinois 
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the  modern 

therapy  in  VAG I N I T I S 


50%  of  all  women  patients  exhibit  vaginal  discharge, 
and  pH  is  the  index. 

Since  acidity  is  the  most  important  therapeutic  factor 
in  vaginitis,  DOMOGYN,  with  an  optimum  pH  of  4.2 
quickly  and  effectively  controls  the  condition  and  re- 
establishes optimum  acidity,  and  a normal  vaginal 
flora. 

One  teaspoonful  of  bulk  DOMOGYN,  or  the  contents  of 
a DOMOGYN  Packette  in  2 quarts  of  warm  water  as  a 
soothing  therapeutic  douche. 

Available  at  all  drug  stores 


• ERADICATION  OF 

ATHLETE’S  FOOT 


DOMEBCRO  SOLUTION  for  a 

soo’thing  preparatory  foot-soak  to  re- 
lieve acutely  inflamed  conditions.* 


FUNGI-TREAT,  applied  with  brush- 
applicator  to  crevices  and  affected 
areas,  for  its  specific  fungicidal 
action. 

Try  this  simple  treatment  on  your 
most  stubborn  cases  of  Athlete’s  Foot 
. . . write  for  liberal  clinical  samples. 
DOMEBQRO  POWDER  is  available 
at  all  drug  stores  in  one-pound  and 
five-pound  containers;  also  in 
individual  calculated-dose  packets, 
boxes  of  12  and  100. 
FUNGI-TREAT  is  supplied  in 
applicator-stoppered  bottles  contain- 
ing one  fluid  ounce;  also  in  bottles 
containing  4 ounces,  and  in  pints. 
*Schwartz,  L.,  et  al;  Industrial  Medicine, 
18:6,  257-258,  June,  1949. 


Contact 


LUIS  GARRATON,  INC. 


352  Allen  Street,  San  Juan,  P.  R. 
Phone  Number  3-1593 
for  literature  and  professional  samples 

DOME  CHEMICAL  INC. 
New  York  23,  N.  Y. 


Beamed  directly  at  the  affected  area, 
the  topical  use  of  Arthralgen  brings 
to  a focal  point  the  combined  bene- 
ficial effects  of  rubefaction  — anal- 
gesia— vasodilation. 

ASSURED  PENETRATION— A special  oint- 
ment base  containing  selected  wetting 
agents  to  lower  surface  tension,  foster 
thorough  deep  skin  penetration. 


COMPOSITION  — Arthralgen  contains  0.25% 
metacholine  chloride,  1%  thymol,  10% 
menthol  and  15%  methyl  salicylate,  in  a 
washable  superabsorbable  ointment  base. 

field  OF  ACTION — Arthralgen  has  proved 
its  value  as  adjunctive  treatment  in  arthral- 
gias, myalgias  and  neuralgias,  including 
such  typical  disorders  as  sprains,  lumbago, 
synovitis,  bursitis,  neuritis,  myositis, 
sciatica,  pleurodynia. 


Penetration  through  the 
skin  may  be  aided  by  mas- 
sage. heat  or  iontophoresis. 

Arthralgen  is  supplied  in 
1-02.  collapsible  tubes  and 
Vi-lb.  jars. 


Distributors:  Drug  Center,  Inc.,  Apartado  8037,  Santurce 


LACTÓGENO 


Para  los  niños  sanos , durante  todo  el 
primer  año  de  vida,  como  comple- 
mento o substitutivo  de  la  leche 
materna.  Para  los  niños  débiles  o 
enfermos  ofrece  la  ventaja  de  poder 
suministrar  un  mayor  aporte  caló- 
rico, sin  aumento  en  el  volumen 
del  alimento  o dificultad  en  su 
digestión. 


Contenido  de  lípidos  igual  al  de  la  leche  entera. 
Disminución  de  la  proporción  de  prótidos. 
Aumento  en  el  tenor  de  glúcidos. 


LACTÓGENO 


Diluido  en 

ANÁLISIS 

Lactógeno  » 
en  polvo 

7 partes  de 
agua 

Materia  grasa .... 

2 5,0% 

3,12% 

Materias  proteicas 

16,2% 

2,03% 

Lactosa 

53,3% 

6,66% 

Sales  minerales  . . 

3,5% 

o,44% 

Agua  

2,0% 

87,75% 

Calorías  por 

100  grs  

517 

65 

Leche  en  polvo  modificada  en  tal  forma  que  sus  elementos  esenciales  (grasa,  proteínas, 
lactosa)  figuran  en  proporciones  muy  semejantes  a las  de  la  leche  de  mujer. 

INDICACIONES.  Para  los  niños  sanos , desde  los  primeros  días,  como  complemento  o 
substitutivo  de  la  leche  materna. 

Para  los  niños  débiles  o enfermos  que  requieran  un  gran  aporte  calórico  o manifiesten 
intolerancia  para  la  leche  común  de  vaca. 

CARACTERÍSTICA  PRINCIPAL.  Solubilidad  y digestibilidad  excelentes,  gracias  al 
método  de  elaboración  (pulverización  instantánea  en  una  corriente  de  aire  caliente, 
sistema  Spray). 

MODO  DE  EMPLEO.  Para  preparar  una  leche  a punto  de  ser  consumida,  basta  con 
disolver  la  cantidad  de  « Lactógeno » que  sea  necesaria,  en  la  correspondiente  de  agua 
hervida  no  muy  caliente,  batiendo  fuertemente  con  un  tenedor  o batidor. 


TABLA  DE  ALIMENTACIÓN 


Para  cada  comida 

Número 

de 

« Lactógeno  » 

comidas 

Edad  del 

medidas 

Agua  hervida 

en 

niño 

grandes  pequeñas 

en  grs.  0 cc. 

en  onzas 

24  horas 

ia  semana 

I 

— 

60 

2 

7 

2a  » 

I 

y 

1 

75 

21/ 2 

7 

3a  » 

I 

» 

2 

90 

3 

7 

4a  » 

I 

» 

2 

90 

3 

7 

2o  mes 

2 

» 

1 

120 

4 

6 

3 er  » 

3 

» 

1 

180 

6 

5 

4o  » 

3 

» 

2 

*95 

6 Va 

5 

5o  » 

4 

— 

210 

7 

5 

6o  » 

4 

» 

1 

210 

7 

5 

7o  » 

4 

» 

1 

210 

7 

5 

8o  » 

5 

» 

1 

240 

8 

4 

9o  » 

5 

» 

1 

240 

8 

4 

10o  » 

5 

» 

1 

240 

8 

4 

IIo  » 

5 

» 

1 

240 

8 

4 

12o  » 

5 

» 

1 

240 

8 

4 

1 medida  grande  rasa 

= 71/. 

grs.  (V 4 oz.)  de 

« Lactógeno 

» ó 

15  grs.  0 cc.  (1/2  oz.)  de  agua  hervida. 

1 medida  pequeña 

3 

P 

II 

N 

grs.  (1/12  oz.)  de  « Lactógeno  ». 
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Medicación  natural  antirraquítica 


El  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits  proporciona 
las  potentes  y naturales  vitaminas  antirraquíticas  A y D.  Dos  gotas 
equivalen  vitamínicamente  a una  cucharadita  (dosis  diaria  mínima 
según  la  F.E.U.)  de  aceite  de  hígado  de  bacalao,  312  unidades  de 
la  vitamina  D derivadas  exclusivamente  del  aceite  de  hígado  de 
bacalao,  3.120  unidades  de  la  vitamina  A obtenidas  de  un  concen- 
trado de  aceite  de  hígado  de  bacalao  normalizado  con  aceites  de 
pescado. 

Esta  medicación  es  económica  y eficaz.  En  dosis  mayores  para 
las  madres  el  Aceite  de  Hígado  de  Bacalao  Concentrado  de  Juaits 
se  ofrece  en  cápsulas.  Cada  una  equivale  en  potencia  vitamínica 
a 4 cucharaditas  ( 16  cc.)  de  aceite  de  hígado  de  bacalao.  También 
lo  hay  en  tabletas. 

Para  el  niño , para  la  madre 

r~  • ■ — ¡m 



ACEITE  DE  HIGADO  DE  BACALAO  CONCENTRADO  JUAITS 

White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.  U.A.  • Fabricantes  de  Productos  Farmacéuticos 
Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Hasta  los  pacientes  más  jóvenes  aprecian  Pyridium* 

Los  desagradables  síntomas  de  las  infecciones  de  las  vías 
urinarias  tales  como  las  micciones  frecuentes,  ardientes  y 
dolorosas  pueden  aliviarse  prontamente  en  un  gran  número 
de  pacientes  con  la  simple  administración  de  Pyridium 
por  vía  oral. 

Puede  decirse  que  el  Pyridium  no  es  tóxico  en  dosis  tera- 
péuticas y puede  administrarse  simultáneamente  con 
estreptomicina,  penicilina,  sulfonamidas  o cualquiera  otra 
medicación  específica. 

Con  este  analgésico  urinario,  sin  peligro  y fácil  de 
administrar,  el  médico  puede  a menudo  proporcionar  al 
paciente  alivio  casi  inmediato  de  los  desagradables  síntomas 
urinarios,  al  mismo  tiempo  que  emplea  otras  medidas 
terapéuticas  para  tratar  la  enfermedad  fundamental. 
Impresos  a solicitud 


SATISFACTORIO 

ALIVIO 

mediante  analgesia 
urogenital 
eficaz  e inocua 


PYRIDIUM* 

(Marca  de  la  Fenilazo-diamino-piridina  HC1) 

%Marca  Registrada 


"Pyridium  es  la  marca  registrada  de  la  Nepera  Chemical 
Co.  Inc.,  sucesora  de  la  Pyridium  Corporation,  para  su  marca 
de  Clorhidrato  de  fenilazo-diamino-piridina.  Merck  & Co., 
Inc.,  únicos  distribuidores  en  E.  U.  A." 


MERCK  (NORTH  AMERICA)  INC. 

161  AVENUE  OF  THE  AMERICAS,  NEW  YORK  13,  N.  Y.,  U.  S.  A. 
Sucesores  de  P.  W.  R.  Export  Corporation  ■ 


SUBSIDIARIA  DE 
EXPORTACION  DE 
MERCK  & CO.,  INC. 
Fabricantes  de 
Productos  Químicos. 
Rahway,  N.  J.,  U.  S.  A. 


Distribuidores  en  Puerto  Rico:  César  Castillo  Inc.  — Tetuán  155,  San  Juan 


Low  Renal  Toxicity 


Sulfadiazine: 
Danger  of  blockage 


Sulfamerazme: 
Danger  of  blockage 

▲ 


Sulfamethazine: 
Blockage  rare 


# 


TERFOXYL: 
Blockage  very  unlikely 
with  therapeutic  doses 


TERFONYL 


Sulfadiazine 

Sulfamerazine 

Sulfamethazine 


FOR  SAFER  SULFONAMIDE  THERAPY 


With  usual  doses  of  Terfonvl  the  danger  of 
kidnev  blockage  is  virtually  eliminated.  Each 
of  the  three  components  is  dissolved  in  bodv 
fluids  and  excreted  by  the  kidnevs  as  though 
it  were  present  alone.  The  solubility  of  Ter- 
fonvl is  an  important  safety  factor. 

Terfonvl  contains  equal  parts  of  sulfadiazine, 
sulfamerazine  and  sulfamethazine,  chosen  for 
their  high  effectiveness  and  low  toxicity. 

Terfonyl  Tablets , 0.5  Gm.  Bottles  of  100  and  1000 

Terfonyl  Suspension . 0.5  Gm.  per  5 cc. 

Appetizing  raspberry  flavor  • Pint  bottles 


Squibb  MANUFACTURING  CHEMISTS  TO  THE  MEDICAL  PROFESSION  SINCE  1858 


•TEUFOWYL' 


A TftADEMAftK  OF  E.  A.  SQUIBB  A SONS 


AN 

MAXIMA 

en  la  bota  y la  garganta 


En  las  pastillas  TYROZETS  se  han  combinado  las  notables 

propiedades  antibióticos  y microbicidas  de  la  tirotrici 
con  la  conocida  acción  analgésica  de  la  benzocaína. 

Resultado:  una  fórmula  terapéutica  ideal  en  forma  de  pastillas 
de  sabor  muy  agradable  y de  gran  eficacia  medicamentosa. 

TYROZETS  ataca  los  gérmenes  patógenos  en  la  cavidad  bucal 
y combate  la  formación  de  focos  infecciosos. 

TYROZETS  calma  rápidamente  la  irritación  y el  dolor  de  garganta, 
*P.  TYROZETS  para  la  asepsia  bucal  y faríngea,  procesos 
anginosos,  en  las  post-tonsilectomías,  etc. 


TYROZETS 


*****  Philadelphia  1,Pa.,  E.U.A. 

EN  TUBOS  Di  12  PASTILL 
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AUREOMICINA 

EL  ANTIBIOTICO  VERSATIL — 
PRODUCTO  DE  LA  INVESTIGACION  LEDERLE 


LABORATORIES  DIVISION 

AMERICAN  CuOJiamut  COMPANY 


30  Rockefeller  Plaza,  New  York  20,  N.  Y. 


Nunca,  en  la  historia  de  la  medicina,  ha  existido  un 
producto  que  tan  súbitamente  deje  a un  lado  todo 
producto  rival,  y se  imponga  en  el  corto  espacio  de 
un  año,  como  lo  ha  hecho  la  aureomicina.  Todos  los 
médicos  la  aclaman  como  un  antibiótico  de  valor  com- 
probado, esencial  en  el  tratamiento  de  las  infecciones 
Siguientes: 

★ Antibiosis  ★ Brucelosis 

★ Endocarditis  bacteriana  subaguda  resistente  a la  penicilina 

★ Fiebre  botonosa  ★ Fiebre  de  la  garrapata  africana 

★ Fiebre  punteada  de  las  Montañas  Rocosas 
★Fiebre  Q ★ Granuloma  inguinal 
★ Infecciones  debidas  a H.  Influenzae 

★ Infecciones  Gram-negátivas 
(incluyendo  las  causadas  por  el  grupo  coli-aerógenes) 

★ Infecciones  Gram-positivas 
(incluyendo  las  estreptococias,  estafllocócicas  y neumocócicas) 

★ Infecciones  oftálmicas  debidas  a bacterias  o a organismos 

parecidos  a los  virus 

★ Linfogranuloma  venéreo  ★ Neumonía  primaria  atípica 

★ Peritonitis  ★ Psitacosis  (enfermedad  de  los  loros) 

★ Pústula  Rickettsiósica  ★ Septicemia  bacteroide 

★ Sinusitis  ★ Tifus  ★ Tularemia 

LA  AUREOMICINA  SE  VENDE 
EN  LAS  FORMAS  SIGUIENTES  — 
AUREOMICINA  S.  CH.  (Polvo  dispersible  de  sabor  a chocolate): 
Frascos  de  25  dosis 

CAPSULAS:  Frascos  de  25,  50  mg.  cada  una;  frascos  de  8 y 16,  250 
mg.  cada  una 

OFTALMICO:  Frascos  de  25  mg.  con  gotero 
TROCISCOS:  Frascos  de  25, 15  mg.  cada  uno 
UNGÜENTO:  Tubos  de  28,4  gm.  (30  mg.  de  aureomicina) 
INTRAVENOSO:  Frascos  con  100  mg.  de  aureomicina 
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In  the  tight,  uncomfortable  bronchial 
cough  accompanying  colds,  influenza 
or  bronchitis,  Synephricol  provides 
the  decongestion  necessary  to  permit 
free  breathing,  and  elimination  of 
excess  mucus. 

Synephricol  is  expectorant,  and 
more  — it  thins  the  viscous  mucoid 
bronchial  secretions  and  it  decreases 
bronchial  irritation  by  sympathomi- 
■ metic  action. 


EACH  TEASPOONFUL  OF  PLEASANT  FLAVORED 
SYNEPHRICOL  CONTAINS: 


Codeine  phosphate 8.7  mg. 

Neo-Synephrine®  hydrochloride 5.0  mg. 

Potassium  guaiacol  sulfonate 70.0  mg. 

Ammonium  chloride 70.0  mg. 

Menthol 1.0  mg. 

Chloroform 0.0166  cc. 

Alcohol 8% 


Exempt  narcotic 

Average  adult  dose:  1 or  2 teaspoonfuls  every  four  hours. 
Supplied  in  bottles  of  1 pint  and  1 gallon. 


SYNEPHRICOL  ond  NEO-SYNEPHRINE,  trademarks  reg.  U.  S.  & Canada 


EDIFICIO  PIZA  — AVE.  FERNANDEZ  JUNCOS 
PUERTA  DE  TIERRA,  P.  R. 
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PATHOLOGY  AND  THE  PATHOLOGIST  IN  RELATION  TO 
THE  CLINICIAN  IN  A TUMOR  PROGRAM" 

DOUGLAS  H.  SPRUNT,  M.D.** 

In  order  to  understand  the  place  of  pathology  and  the  patho- 
logist in  the  tumor  clinic,  we  must  first  understand  the  place 
of  pathology  in  medicine.  This,  of  necessity,  leads  to  understand- 
ing the  basis  and  reasons  for  specialization  in  medicine.  While  it 
would  be  best  if  one  person  could  embrace  all  the  facts  and  tech- 
niques of  medicine,  it  is  quite  obvious  that  this  is  impossible.  In 
the  early  days  of  specialization,  the  specialty  developed  around  the 
technique  which  the  individual  used.  Thus,  we  had  the  general  sur- 
geon, the  genito-urinary  surgeon,  the  ear,  nose,  and  throat  sur- 
geon, the  internist,  and  others.  Later  on,  we  had  specialists  for 
different  age  groups,  such  as  the  pediatricians,  and  the  geronto- 
logists, and  even  later,  around  disease,  such  as  the  cardiologist 
and  the  allergist. 

As  a pathologist,  I have  always  been  proud  of  the  fact  that, 
when  it  came  to  placing  names  on  things,  the  man  who  spent  his 
time  in  the  laboratory  doing  autopsies  and  studying  the  funda- 
mental nature  of  disease,  was  given  the  name  meaning  “a  student 
of  disease”  while  the  other  specialists  have  names  either  from  their 
techniques  or  from  the  type  of  patient  they  work  on. 

When  the  autopsy  first  became  possible  on  a large  scale  in 
the  last  century,  they  were  performed  by  the  clinician.  But  as  the 
autopsy  techniques  became  more  and  more  complex,  one  person 
became  the  man  to  do  these  and  he  thus  became  the  laboratory 
man  of  medicine.  Since  the*  fundamental  nature  of  disease  could 
best  be  studied  in  the  laboratory  and  at  the  autopsy  table,  it  was 


* Presented  at  “Cancer  Day",  December  12.  1950,  a seminar  under  the  auspices  of 
the  Cancer  Committee  of  the  Puerto  Rico  Medical  Association. 

The  objective  of  this  conference  was  to  briny  to  the  medical  profession  of  Puerto 
Rico,  and  other  interested  physicians,  the  most  recent  and  authoritative  information 
on  the  detection,  diagnosis  and  treatment  of  neoplastic  diseases. 

The  program  was  financed  jointly  by  the  American  Cancer  Society  Inc.  and  tin* 
Department  of  Health  of  Puerto  Rico  through  its  Cancer  Control  Program. 

**  Professor  of  Pathology  and  Chairman  of  the  Division  of  Pathology  and  Bacte- 
riology, University  of  Tennessee  College  of  Medicine. 
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quite  natural  that  the  specialty  in  medicine  which  he  represented 
should  be  given  the  name  of  pathology  or  the  study  of  disease. 

In  the  early  days  of  medicine  and  even  up  until  the  time  many 
of  us  were  in  medical  school,  laboratory  medicine  consisted  largely 
of  the  autopsy.  In  the  last  twenty  or  thirty  years,  however,  there 
has  — as  you  all  know — been  a great  expansion  in  the  laboratory 
field.  There  has  been  considerable  variation  in  how  this  increased 
laboratory  work  was  handled.  In  some  of  the  large  medical  schools, 
each  specialty  or  service  has  developed  its  own  laboratory.  The 
usual  plan,  however,  throughout  the  country  has  been  to  add  this 
laboratory  work  to  the  original  laboratory  man  in  medicine,  the 
Pathologist.  This  has  led  at  times  to  the  unfortunate  division  of 
Pathology  into  two  parts  . . . Pathologic  Anatomy  and  Clinical  Pa- 
thology. While  in  the  majority  of  hospitals  one  man  supervises 
both  parts  of  Pathology,  there  are  still  a number  of  places  where 
Pathologic  Anatomy  is  separated  from  Clinical  Pathology.  In  many 
instances,  the  Pathologist  who  has  limited  himself  entirely  to  Pa- 
thologic Anatomy  has  developed  into  an  outstanding  medical  con- 
sultant. This  has  been  particularly  true  in  connection  with  the 
tumor  clinic.  In  others  where  Pathologic  Anatomy  has  kept  sepa- 
rate from  Clinical  Pathology,  the  Pathologist  has  become  interest- 
ed more  and  more  in  Morbid  Anatomy  for  its  own  sake  and  lost 
his  interest  in  the  patient  and  disease  as  a whole.  This  has  led  him 
to  wish  to  read  a slide  and  it  has  encouraged  the  clinician  to  want 
him  to  make  a diagnosis  on  tissue  without  any  knowledge  of  the 
patient  and  in  some  instances  without  any  knowledge  of  where 
the  tissue  was  removed  from.  Their  desire  was  for  a report  from 
the  tissue  laboratory  in  regard  to  the  tissue  in  the  same  way  that 
they  get  a report  from  the  laboratory  in  regard  to  the  sugar  con- 
tent of  the  blood.  They  do  not  wish  the  pathologist  to  be  influenced 
by  the  clinical  history.  They  want  an  unbiased  diagnosis  based 
purely  on  the  tissue.  This  unfortunate  development  has  caused 
and  will  continue  to  cause  difficulty  as  long  as  it  is  persisted  in. 
The  reason  for  this  is  that  histological  changes,  which  may  be 
within  normal  limits  in  one  region  of  the  body,  are  indications  of 
malignant  change  in  another.  Furthermore,  histological  changes 
which  may  be  indications  of  malignancy  under  certain  circum- 
stances — under  other  circumstances  may  not  mean  malignancy 
at  all.  At  a hospital  recently  I saw  an  excellent  pathologist  make 
a diagnosis  of  malignancy  on  a fibrosing  adenoma  of  the  breast 
v/hich  he  was  asked  to  examine  by  the  frozen  section  technique; 
but  if  he  had  been  given  a full  history  which  he  was  not,  the  ma- 
lignant diagnosis  would  not  have  been  made.  The  tissue  was  from 
the  breast  of  a woman  who  was  under  45  who  was  menstruating. 
The  history  of  menstruation  was  with-held  and  this  — as  you 
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know — causes  certain  changes  in  the  tissues  which  in  frozen  sec- 
tion is  easily  confused  with  malignancy.  The  same  error  may  happen 
in  certain  tissues  from  the  other  female  organs  unless  a full  history 
is  given.  If  the  various  techniques  which  are  available  to  the  pa- 
thologist are  to  give  the  patient  the  most  benefit,  then  the  patho- 
logist should  be  allowed,  as  any  other  consultant,  to  see  the  pa- 
tient, to  examine  the  history  carefully,  and  then  to  study  the  tis- 
sues by  all  the  techniques  that  are  available.  He  should  not  be 
limited,  as  is  frequently  done,  by  being  asked  to  use  certain  tech- 
niques. It  should  be  up  to  him  to  decide  what  techniques  are 
called  for.  If  the  Papanicolaou  smear-technique  would  be  of  value, 
it  should  also  be  used  and  the  same  is  true  of  frozen  section.  If 
the  Pathologist  thinks  that  none  of  these  will  give  adequate  infor- 
mation, then  the  tissue  should  be  put  in  paraffin  and  further  work 
delayed  until  the  tissue  can  be  adequately  studied. 

Fortunately,  the  above  described  development  is  not  too  com- 
mon. It  is  our  belief  that  the  best  way  to  prevent  it  is  to  have 
the  pathologist  in  charge  of  the  wThole  field  of  Pathology  and  en- 
courage him  to  be  a student  of  disease  and  the  liaison  man  between 
the  clinic  and  the  laboratory. 

If  the  pathologist  is  to  do  properly  all  the  laboratory  work, 
he  will  need  the  assistance  of  personnel  highly  trained,  particular- 
ly in  bacteriology  and  chemistry,  and  perhaps  other  branches  of 
laboratory  medicine.  The  pathologist,  however,  is  the  one  who 
should  consult  with  the  clinician  in  regard  to  how  the  laboratory 
can  be  of  aid  to  the  patient  and  also  aid  in  interpretation  of  the 
test  or  tests  that  are  performed.  The  pathologist  should  be  as  his 
name  implies  — a student  of  disease  and  medical  consultant  of  the 
highest  type. 

Let  us  now  come  to  the  place  of  the  pathologist  in  the  tumor 
clinic.  The  tumor  clinic,  as  a rule,  has  a basic  staff  of  a surgeon, 
radiologist  and  pathologist.  This  staff  is,  of  course,  frequently  aug- 
mented by  the  addition  of  other  specialists.  Unfortunately,  few 
clinics  have  an  internist  on  their  staff  since  too  few  internists  are 
interested  in  cancer.  Thus,  as  a rule  the  pathologist  is  the  one 
person  who  does  not  have  a vested  interest  in  some  type  of  therapy. 
It,  therefore,  become  necessary  for  him  to  arbitrate  at  times  be- 
tween the  surgeon  and  the  radiologist  as  to  treatment. 

The  pathologist  in  the  tumor  clinic  must  take  an  active  part 
in  the  conduct  of  the  clinic.  He  must  not  stay  in  the  laboratory, 
but  be  in  the  clinic  to  interpret  the  lesions  which  he  has  studied  in 
the  tissue  in  the  laboratory  and  advise  as  to  what  additional  help 
the  laboratory  can  offer. 

Although  the  Papanicolaou  technique  has  not  been  as  useful 
in  the  diagnosis  of  cancer  as  was  originally  hoped,  recently  there 
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has  been  a development  in  which  it  appears  that  this  technique 
will  be  quite  helpful.  If  the  Papanicolaou  smears  are  made  follow- 
ing radiation  of  the  cervix,  it  can  be  told  quite  quickly  if  this  form 
of  therapy  will  be  successful.  The  pathologist  should  keep  well  in- 
formed of  the  newer  techniques  and  introduce  them  to  the  clinic 
as  rapidly  as  possible. 

As  pointed  out  earlier  today,  the  acid  and  alkaline  phosphatase 
tests  have  a useful,  if  limited,  place  in  medicine.  The  various  can- 
cer tests  which  we  described  may  be  useful  in  certain  conditions 
and  the  pathologist  should  be  available  to  advise  in  regard  to 
them. 

In  addition  to  the  diagnosis  of  cancer,  the  laboratory  and  the 
pathologist  must  furnish  all  help  they  can  in  advising  the  clinician 
as  to  when  the  patient  is  ready  for  operation;  and,  of  course,  the 
laboratory  should  have  available  both  whole  blood  and  serum  during 
and  after  operation.  The  laboratory  also  must  be  available  to  both 
control  and  prevent  infection  at  operation. 

Due  to  the  shortage  of  pathologists  in  many  parts  of  the 
country,  it  is  frequently  necessary  for  the  tissue  and  other  ma- 
terials to  be  sent  in  to  some  central  laboratory  for  study.  If  this  is 
done,  a fairly  complete  history  should  be  sent  along  with  the 
material;  and  definite  arrangements  should  be  made  so  that  the 
pathologist  and  clinician  could  get  together  by  telephone,  if  pos- 
sible, for  further  consultation.  It  is  important  that  the  tissue  reach 
the  laboratory  quickly  and  that  the  pathologist  processes  it  rapidly 
and  gets  the  return  back  to  the  hospital  in  an  expeditious  fashion, 
so  that  too  much  delay  does  not  occur.  When  tissues  of  this  sort 
are  sent  by  mail  — or  preferably,  by  messenger — it  is  wise  and  al- 
most essential  for  the  pathologist  and  the  clinician  to  at  least  meet 
for  weekly  sessions  to  discuss  the  more  difficult  patients  — other- 
wise the  examination  of  tissue  in  this  fashion  is  of  very  little 
help  to  the  patient.  This  type  of  messenger  pathologist  can  function 
excellently,  but  it  can  also  quickly  degenerate  into  a matter  of 
keeping  records  which  has  little  advantage  to  the  patient. 

In  addition  to  this  contact  directly  with  the  patient  in  the 
tumor  clinic  and  the  aid  of  diagnosis  and  treatment,  another  serv- 
ice the  pathologist  can  perform  for  the  clinic  is  following  up  and 
seeing  that  the  fatal  cases  are  properly  autopsied  and  that  the 
data  from  the  autopsies  is  made  available  to  the  clinician  so  that 
he  can  see  in  what  way  he  erred  and  how  the  treatment  might  be 
improved  in  the  future.  The  pathologist  should  correlate  the  find- 
ings studied  in  the  patient’s  life  with  those  of  autopsy  and  have 
clinical  pathological  conferences  to  point  out  the  results.  If  the 
patients  do  not  die,  they  should  be  carefully  followed  to  see  the 
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results  of  the  various  forms  of  treatment  employed.  This  will  re- 
sult in  errors  not  being  repeated. 

The  pathologist  should  always  hold  the  various  scientific  pro- 
cedures up  for  investigation,  and  try  to  keep  the  newer  types  of 
treatment  ever  before  the  individual  who  is  doing  the  therapy. 

As  was  said  a number  of  years  ago  by  an  Englishman,  a patho- 
logist is  to  the  surgeon,  as  a judge  is  to  the  lawyer.  A pathologist 
should  always  be  alert  to  judge  the  procedures  and  call  to  the  at- 
tention of  the  clinician  the  errors  that  he  may  make.  He  can  do 
this  frequently  as  he  is  not  charged  with  the  individual  patient 
and  is  able  to  keep  a broader  point  of  view. 

The  pathologist,  then,  is  your  medical  consultant  and  as  a 
consultant  should  be  active  in  the  clinic  and  not  confined  to  his 
laboratory. 


PRESENT  TRENDS  IN  THE  TREATMENT  OF  CANCER 
OF  THE  CERVIX* 

LANGDON  PARSONS,  M.D.** 

The  problem  of  successful  management  of  carcinoma  of  the 
cervix  poses  a challenge  to  the  medical  profession  for  unlike  carci- 
noma elsewhere  in  the  body  the  disease  tends  to  remain  confined 
to  the  pelvis.  Death  occurs  from  uremia,  sepsis  or  erosion  of  a 
major  vessel.  Metastases  to  distal  nodal  areas  such  as  lung,  bone 
or  the  supraclavicular  regions  occur  but  such  metastases  are  rare. 
With  earlier  diagnosis  and  more  effective  treatment,  we  should 
salvage  better  than  one  out  of  three  cases. 

Of  all  the  factors  influencing  prognosis  the  most  important 
is  the  extent  of  the  primary  lesion.  It  is  obvious  that  there  is  more 
hope  of  cure  if  the  disease  is  confined  to  the  cervix.  If  the  medical 
profession  are  alert  and  the  public  cancer  minded  more  early  cases 
will  be  seen  and  better  results  obtained. 

The  International  Classification  now  in  general  usage  presents 
an  evaluation  of  treatment  in  relation  to  the  size  of  the  primary 
lesion.  There  are  many  inadequacies  in  this  classification  but  it 
remains  as  the  most  practical  means  of  comparing  experience. 

To  be  in  Stage  I of  this  Classification  the  only  essential  re- 
quirement is  that  the  disease  be  confined  to  the  cervix.  The  disease 
may  be  large  or  small  and  arise  from  one  or  both  lips  of  the  cer- 
vix. It  may  be  either  proliferative  or  ulcerative  in  its  growth.  It 
is  fairly  obvious  that  these  two  types  of  growth  have  different 
life  histories.  The  cauliflower  type  of  growth  is  easily  traumatized 
and  gives  rise  to  symptoms  of  bleeding  early  in  its  course.  Because 
it  is  proliferative  invasion  occurs  late.  The  ulcerative  growth  by 
nature  invades  early  in  its  course  and  because  it  is  often  hidden 
within  the  endocervix  symptoms  appear  only  after  the  disease  is 
well  established. 

This  points  out  an  inadequacy  in  the  staging  of  the  disease. 
The  only  criterion  to  be  in  Stage  I is  that  the  disease  be  confined 
to  the  cervix  despite  the  variable  in  the  rate  of  growth.  A five 
year  salvage  rate  of  65  - 70  per  cent  may  be  anticipated.  Unfor- 
tunately only  20  per  cent  are  within  the  classification  of  Stage  I. 

Stage  II  of  the  classification  is  the  most  all  inclusive  for  once 
the  disease  has  spread  beyond  the  cervix,  all  cases  that  do  not 
actually  extend  to  the  lateral  pelvic  wall,  are  classed  as  Stage  II. 

* Presented  at  “Cancer  Day’',  December  12.  1050.  a seminar  under  the  auspices  of  the 
Cancer  Committee  of  the  Puerto  Rico  Medical  Association. 

The  objective  of  this  conference  was  to  bring  to  the  medical  profession  of  Puerto 
Rico,  and  other  interested  physicians,  the  most  recent  and  authoritative  information 
on  the  detection,  diagnosis  and  treatment!  of  neoplastic  diseases. 

The  program  was  financed  jointly  by  the  American  Cancer  Society,  Inc.  and  the 
Department  of  Health  of  Puerto  Rico  through  its  Cancer  Control  Program. 

**  Professor  Gynecology,  Boston  University  School  of  Medicine. 
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There  may  for  example  be  simple  extension  of  the  disease  onto 
the  vaginal  wall  or  at  the  other  extreme  the  patient  may  be  dying 
of  disease  through  occlusion  of  both  ureters  from  paracervical 
extension. 

Such  widespread  variations  in  the  extent  of  disease  explain 
some  of  the  discrepancies  in  the  reported  results  of  treatment  in 
Stage  II.  For  example  if  one  speaks  of  performing  radical  surgery 
in  Stage  II  cases  it  is  important  to  know  whether  you  are  operating 
on  the  patient  with  beginning  extension  onto  the  vaginal  wall  or 
whether  the  paracervical  region  is  infiltrated  and  the  ureteral 
node  involved.  The  two  cases  are  not  comparable.  In  the  latter  case 
the  morbidity,  mortality  and  risk  of  recurrence  are  much  higher. 

Approximately  35  per  cent  of  all  carcinoma  of  the  cervix  will 
occur  in  Stage  II  with  an  anticipated  five  year  survival  rate  of 
approximately  40  to  45  per  cent. 

In  Stage  III  the  side  wall  of  the  pelvis  has  become  involved 
either  by  direct  extension  or  through  metastases  to  the  regional 
nodes  in  the  iliac  and  obturator  region.  The  ulceration  may  be 
extensive  or  metastasis  occur  from  a rather  small  primary  lesion 
of  the  cervix.  Any  surgery,  short  of  the  exenteration  operation 
now  being  attempted  by  Brunschwig,  will  be  hopelessly  inadequate 
for  the  extent  of  the  disease  present  in  Stage  III.  Nearly  40  per 
cent  of  all  cases  seen  are  in  this  classification.  Unfortunately  the 
five  year  survivors  number  about  20  per  cent. 

Where  the  disease  is  so  extensive  that  the  bladder  and  rectum 
become  involved  the  Stage  IV  Classification  is  employed.  Fortu- 
nately only  15  per  cent  of  untreated  cases  belong  in  this  group  for 
about  5 per  cent  survive  five  years.  Many  of  the  radiation  failures 
come  within  this  Classification.  As  we  consider  the  results  of  treat- 
ment in  relation  to  the  staging  of  the  disease  it  is  obvious  that  the 
chief  reason  why  we  do  not  cure  more  than  one  of  three  patients 
lies  in  the  fact  the  disease  has  spread  beyond  the  confines  of  the 
cervix  in  75  per  cent  of  the  cases  when  first  seen.  Further  educa- 
tion of  the  public  tends  to  produce  more  cancer  phobia  than  early 
cases.  The  problem  is  squarely  up  to  the  medical  profession  to  pro- 
vide earlier  diagnosis  and  institute  more  effective  early  treatment. 

Early  diagnosis  of  cancer  of  the  cervix  should  not  be  too  dif- 
ficult to  achieve  for  cancer  of  the  cervix  can  be  both  seen  and 
felt.  It  is  unlike  cancer  of  the  stomach,  lung  or  intestine.  Actually 
cancer  of  the  cervix  is  an  external  form  of  malignant  disease.  There 
are  many  diagnostic  aids  available  to  all  who  will  use  them  for 
detection  of  cancer  of  the  cervix.  None  require  special  skill.  The 
most  important  of  course  is  the  examining  finger. 

The  use  of  the  vaginal  smear  has  been  a most  useful  aid.  In 
the  unsuspected  case  it  has  been  found  to  be  four  times  as  accurate 
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as  the  biopsy  taken  at  random.  Where  false  negatives  appear  the 
disease  is  clinically  obvious.  As  regards  the  positive  smear  it  would 
be  illogical  to  carry  out  definitive  treatment  on  the  basis  of  a 
single  positive  smear  in  the  absence  of  other  confirmatory  data. 
The  case  should  be  regarded  with  suspicion  and  the  effort  to  es- 
tablish a diagnosis  increased. 

All  suspicious  lesions  should  be  routinely  biopsied.  Where 
symptoms  are  present  with  a benign  external  cervix,  the  endocer- 
vix  should  be  examined  with  an  endometrial  biopsy  curette  for 
the  disease  may  be  hidden  in  the  canal.  By  routine  use  of  the  smear 
and  biopsy  more  early  cases  will  be  discovered. 

Prophylaxis 

Carcinoma  in  situ  is  too  controversial  a subject  to  be  discus- 
sed in  detail  with  the  limited  time  available.  The  treatment  de- 
pends on  the  certainty  that  the  operation  is  dealing  with  carcino- 
ma in  situ  and  not  invasive  carcinoma.  For  unless  the  entire  cer- 
vix is  amputated  and  subjected  to  pathological  scrutiny  invasive 
carcinoma  may  be  immediately  adjacent  to  the  biopsy  site  from 
which  the  diagnosis  of  carcinoma  in  situ  was  made.  If  it  can  be 
determined  with  surety  that  the  carcinoma  actually  is  in  situ  then 
the  type  of  definitive  treatment  will  depend  on  the  age  of  the 
patient.  If  she  is  young  and  desires  children  then  it  is  reasonable  to 
pursue  a conservative  policy  and  examine  the  patient  at  regular 
intervals.  If  further  treatment  seems  indicated  the  operation  had 
best  amputate  rather  than  conize  the  cervix  for  better  pathological 
confirmation.  In  the  older  group  where  the  family  is  complete, 
total  hysterectomy  with  preservation  of  the  ovaries  is  the  treat- 
ment of  choice. 

Leucoplakia  should  be  regarded  as  a precancerous  lesion  where- 
ver it  is  encountered  in  the  body  and  the  cervix  is  no  exception. 
Malignancy  may  arise  from  leucoplakia  or  it  may  mask  carcinoma 
growing  beneath  it.  In  this  position  cancer  may  remain  latent  for 
years. 

Carcinoma  arising  in  the  cervical  stump  following  suprava- 
ginal hysterectomy  is  so  common  that  total  hysterectomy  has  be- 
come the  procedure  of  choice  whenever  hysterectomy  is  indicated. 
Radiation  of  the  retained  cervix  without  the  protection  of  normal 
tissue  is  dangerous  because  of  potential  damage  to  bladder  and 
bowel. 

Finally  much  tragedy  can  be  avoided  if  the  operator  will  in- 
variably perform  a diagnostic  curettage  whenever  a pelvic  lapa- 
rotomy is  contemplated. 
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Treatment 

i 

Inasmuch  as  75  per  cent  of  cancer  of  the  cervix  has  spread 
beyond  the  confines  of  the  cervix  when  first  encountered  it  is  ob- 
vious that  the  basic  treatment  of  the  disease  is  primarily  radia- 
tion. No  clinic  is  satisfied  with  the  results  obtained  from  the  com- 
bined use  of  x-ray  and  radium.  Why  is  it  that  we  cannot  cure  more 
with  radiation. 

Much  of  our  difficulty  with  radiation  springs  from  incomplete 
knowledge  of  the  tools  with  which  we  work.  The  primary  aim  of 
radiation  is  to  deliver  a maximum  lethal  dose  to  the  tumor  in  the 
cervix,  to  the  paracervical  spread  and  to  the  areas  of  potential 
lymphatic  spread.  This  must  be  done  without  dissipating  the  ra- 
diation on  the  skin  and  without  damaging  the  underlying  viscera. 
Radium  is  employed  for  the  local  disease  and  x-ray  for  the  extension 
beyond  the  cervix  and  to  the  regional  iliac  and  obturator  nodes.  In 
order  to  deliver  a uniform  tumor  dose  to  all  of  these  areas  a fine 
balance  is  essential  between  the  role  to  be  played  by  both  radium 
and  x-ray. 

Much  experiment  is  going  on  in  the  field  of  radiation  in  the 
attempt  to  provide  a uniform  cancericidal  dosage.  X-ray  machines 
of  different  voltages  give  increasing  dosage  through  new  portals  of 
entry  such  as  the  intravaginal  portal.  Radium  is  now  given  in  the 
form  of  platinum  needles  of  different  lengths  and  strengths  for 
varying  periods  of  time.  To  avoid  the  dangers  of  over  radiation, 
the  colpostat  is  again  in  favor  employing  multiple  foci  of  radiation 
at  a distance. 

The  most  important  concept  has  been  the  attempt  to  measure 
radiation  in  terms  of  dosage  at  the  tumor  site  rather  than  in  air. 

The  greatest  criticism  of  radiation  in  the  past  has  been  the 
tendency  to  standardize  in  treatment.  Previously  no  consideration 
was  given  to  the  individual  patient.  A plan  was  set  up  for  the  stage 
of  the  disease  in  relation  to  the  available  equipment  and  the  patient 
was  forced  to  conform.  Yet  the  size  of  the  patient,  the  depth  of 
the  cervix  below  the  skin,  the  nature  of  the  growth  whether  exfo- 
liating or  infiltrating  all  are  important  factors  bearing  on  treat- 
ment. 

Now,  by  employing  varying  techniques  in  the  use  of  both  x- 
ray  and  radium  as  the  patient’s  need  requires,  it  is  possible  to  in- 
dividualize in  treatment.  This  is  a definite  step  forward. 

Within  the  trend  of  individualization  surgery  has  a place  in 
the  armamentarium  of  treatment  not  to  supplant  radiation  but  as 
an  adjunct.  The  question  is  not  whether  surgery  or  radiation  of- 
fers the  better  treatment  but  rather  which  of  the  two  is  better 
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for  the  individual  patient.  Surgery  has  returned  for  very  definite 
reasons  springing  out  of  the  difficulties  in  radiation. 

In  the  first  place  we  are  all  aware  that  certain  cases  appear 
to  be  resistant  to  radiation.  As  yet  we  have  no  yardstick  which 
will  permit  us  to  anticipate  early  in  the  course  of  treatment  that 
any  given  case  will  be  resistant  to  radiation.  These  cases  are  dif- 
ficult to  recognize.  Ruth  Graham  by  the  interpretation  of  vaginal 
smears  and  Gluckman  in  England  through  several  biopsies  taken 
during  the  course  of  treatment  feel  that  such  cases  can  be  spotted. 
This  is  an  important  contribution  for  it  would  be  foolish  to  persist 
in  a form  of  treatment  doomed  to  failure  from  the  start.  It  would 
be  better  to  accept  the  risks  of  surgery,  provided  we  were  pre- 
pared to  be  radical  enough  in  our  attack. 

Another  reason  why  surgery  may  be  considered  in  treatment 
of  cancer  of  the  cervix  stems  from  the  reasonable  doubt  about  the 
value  of  x-ray  to  cure  nodes  involved  in  disease.  This  same  doubt 
has  been  expressed  in  other  more  accessible  areas  than  the  deep 
pelvic  nodes,  namely  in  the  neck,  from  malignancy  primary  in  the 
tongue  and  lip. 

In  the  pelvis  the  potential  area  of  lymphatic  spread  is  exten- 
sive. Because  this  area  extends  to  the  lateral  walls  of  the  pelvis, 
from  the  umbilicus  to  the  symphisis  and  at  varying  depths  from 
the  skin  it  is  possible  that  not  all  the  nodal  areas  are  being  included 
in  the  portals  of  entry  employed.  This  may  explain  in  part  why 
we  fail  to  cure  more  patients.  On  the  other  hand  there  is  no  as- 
surance that  the  node  within  the  field  of  radiation  will  receive 
enough  radiation  to  eradicate  tumor.  It  may  be  that  the  metastases 
in  regional  nodes  are  more  resistant  to  radiation  than  the  primary 
tumor. 

One  may  reasonably  question  the  amount  of  radiation  given 
the  nodes  that  are  not  destroyed  by  radiation.  But  it  is  apparent 
from  a consideration  of  the  experience  with  the  retroperitoneal 
node  dissection  that  neither  the  voltage  of  the  x-ray  machine  nor 
the  size  of  the  dosage  will  increase  the  certainty  of  cure.  Twenty- 
eight  per  cent  of  positive  nodes  were  recovered  three  or  four  months 
after  a complete  course  of  combined  x-ray  and  radium  therapy. 

If  we  can  expect  17  per  cent  of  positive  nodes  in  Stage  I and 
28  per  cent  in  Stage  II  as  noted  by  Meigs  and  others  and  we  cannot 
anticipate  with  any  certainty  that  x-ray  will  cure  them,  then  the 
possibilities  of  surgery  must  be  kept  in  mind. 

Furthermore  when  the  attempt  is  made  to  either  increase  the 
tumor  dosage  or  extend  the  size  of  the  portals  of  entry  for  external 
radiation  we  run  the  risk  of  severe  damage  to  the  bladder,  rectum 
and  small  bowel.  This  chance  is  markedly  increased  if  there  is  a 
past  history  of  pelvic  inflammation  or  previous  pelvic  surgery. 
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These  then  are  some  of  the  problems  that  the  radiologist  must 
overcome.  As  we  become  more  familiar  with  the  problems  of  ra- 
diation the  results  improve  as  noted  by  the  increasing  salvage  noted 
in  the  last  five  years  of  any  large  reported  series  of  cases.  As  we 
consider  these  problems  however,  it  is  evident  that  there  is  a place 
for  surgery  in  the  treatment  of  cancer  of  the  cervix. 

Surgery 

Meigs  had  done  much  to  popularize  the  return  of  the  Wertheim 
procedure  with  bilateral  pelvic  lymphadenectomy.  One  hundred 
cases  of  invasive  carcinoma  operated  in  this  manner  without  a 
mortality  is  a commendable  achievement.  The  absence  of  mortality 
continues  through  a larger  series  not  yet  reported. 

Meigs’  indications  for  operation  were  sharply  drawn.  In  the 
confusion  as  to  where  surgery  belongs  in  the  treatment  of  cancer 
of  the  cervix  these  indications  seem  to  have  been  overlooked.  To  be 
a candidate  for  this  procedure  the  patient  must  be  relatively  young, 
thin,  and  most  important,  the  disease  must  be  confined  to  the  cer- 
vix or  to  the  immediately  adjacent  vaginal  wall.  Thus  this  type  of 
surgery  applies  to  selected  cases  in  Stages  I and  II  but  not  to  all 
cases  in  this  Classification.  To  extend  the  indications  for  surgery 
to  the  more  obese  patient  or  the  patient  with  more  extensive  disease 
is  to  invite  increasing  morbidity,  mortality  and  risk  of  recurrence 
while  the  chance  for  cure  decreases. 

In  addition  to  the  misunderstanding  as  to  what  patients  should 
be  offered  surgery  there  is  considerable  confusion  as  to  what 
constitutes  a Wertheim  operation  with  lymphadenectomy.  At  the 
present  time  too  many  total  hysterectomies  are  being  done  which 
are  called  Wertheim.  Actually  they  represent  only  a slight  exten- 
sion of  a type  of  hysterectomy  performed  for  benign  disease.  Such 
surgery  is  hopelessly  inadequate  for  cancer  of  the  cervix.  A poor 
operation  for  cancer  is  worse  than  poor  radiation.  It  would  appear 
that  in  general  the  wrong  operation  is  being  done  on  the  wrong 
patient. 

Discussion  of  the  Operation 

The  removal  of  large  blocks  of  paracervical  and  paravaginal 
tissue  is  the  key  to  an  adequate  Wertheim  operation.  The  para- 
metrial  tissue  is  not  important  nor  is  the  mere  removal  of  the  va- 
ginal epithelium.  In  order  to  resect  adequate  amounts  of  para- 
cervical and  paravaginal  tissue  it  is  necessary  to  mobilize  the  blad- 
der and  both  ureters.  This  is  not  done  in  a total  hysterectomy. 
It  is  a formidable  procedure  and  should  not  be  undertaken  lightly. 
Mobilization  of  the  bladder  and  ureters  increases  the  risk  of  dam- 
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age  to  both  ureter  and  bladder.  Ureterovaginal  fistula  as  a compli- 
cation has  given  way  to  atony  of  the  bladder  as  the  dissection  of 
the  paravaginal  and  paracervical  tissues  has  become  more  ex- 
tensive. 

The  results  from  surgery  of  this  sort  for  the  selected  cases 
in  Stages  I and  II  show  about  a 10  per  cent  improvement  over  the 
radiated  cases.  The  surgically  treated  cases  have  been  selected 
while  the  radiation  series  are  all  inclusive.  It  must  be  pointed  out 
also  that  this  selected  group  represent  only  about  25  per  cent  of 
all  cases  seen. 

Extraperitoneal  Node  Dissection 

Whatever  the  success  of  surgery  of  the  Wertheim  type  in 
selected  cases  in  Stages  I and  II  it  is  evident  that  it  does  not  apply 
to  75  per  cent  of  the  cases  seen  because  of  extension  of  disease  well 
beyond  the  cervix.  Based  on  the  assumption  that  x-ray  treatment 
may  not  cure  nodes  involved  with  disease,  Taussig  advocated  intra- 
abdominal pelvic  lymphadenectomy  either  preceding  or  following 
a full  course  of  combined  radiation  therapy.  This  experimental 
procedure  does  not  attempt  to  answer  the  problem  of  radiation 
resistance,  the  tendency  to  recurrence  in  the  cervix  or  the  degree 
of  extension  beyond  the  cervix.  These  are  within  the  province  of 
radiation  therapy.  By  adding  a surgical  attack  on  the  regional 
nodes  to  the  combined  radiation  therapy  the  advantages  of  radia- 
tion are  preserved. 

The  intra-abdominal  approach  as  suggested  by  Taussig  is 
limited  in  its  application  by  the  technical  difficulties  encountered 
in  the  obese  patient.  The  extraperitoneal  approach  to  the  same 
nodal  area  recommended  by  Nathanson  provides  better  exposure 
and  wider  applicability  for  it  can  be  performed  on  the  most  obese 
patient.  Three  months  or  more  after  a combined  course  of  radia- 
tion when  it  appears  by  smear,  biopsy  and  clinical  evaluation  that 
the  local  disease  is  cured  the  operation  is  undertaken. 

It  is  interesting  that  in  fifty  cases,  for  the  most  part  Stage 
II,  28  per  cent  of  positive  nodes  were  recovered  despite  a com- 
plete course  of  radiation.  This  procedure  has  much  to  recom- 
mend it. 

Ultra  Radical  Surgery 

If  we  are  to  perform  radical  surgery  of  the  type  recommended 
by  Meigs,  we  must  be  prepared  to  go  to  whatever  lengths  needful 
to  cure  the  patient  or  not  operate.  Occasionally  the  operator  under- 
estimates the  extent  of  the  disease.  In  the  course  of  the  operation 
disease  may  so  encroach  on  the  bladder  or  ureter  that  anything 
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short  of  removal  of  the  bladder  with  transplant  of  the  ureters  into 
the  rectum  will  be  inadequate.  The  operator  must  be  prepared  to 
carry  out  this  procedure  in  addition  to  the  Wertheim  with  pelvic 
lvmphadenectomy. 

This  brings  us  to  the  highly  experimental  procedure  of  Brun- 
schwig  for  the  advanced  cases  of  carcinoma  of  the  cervix.  This 
procedure  was  first  attempted  on  the  extreme  cases  who  represent- 
ed for  the  most  part  failures  of  radiation  treatment.  The  technical 
difficulties  of  the  operation  are  formidable  and  the  problems  of 
postoperative  care  unending.  The  operative  mortality  is  around 
25  per  cent. 

My  own  experience  with  forty-five  cases  subjected  to  this  pro- 
cedure confirms  the  observations  of  Brunschwig  that  these  patients 
can  survive  the  magnitude  of  the  surgery  and  live  happy  useful 
lives  despite  the  fact  that  the  operation  calls  for  a Wertheim  pro- 
cedure with  node  dissection,  plus  an  abdominal  perineal  resection 
of  bladder,  rectum  and  vagina  with  transplant  of  the  ureters  into 
a colostomy.  At  times  either  the  bladder  or  rectum  may  be  spared. 
There  is  some  encouragement  from  the  point  of  view  of  longevity. 
Ten  of  twenty-nine  cases  or  34  per  cent  operated  over  one  year  ago 
and  seven  of  twenty-two  performed  over  two  years  ago  survived 
the  operation  and  are  alive  today.  Twto  are  living  with  disease. 

While  this  procedure  is  not  recommended  except  on  an  experi- 
mental basis,  it  is  obvious  that  if  we  are  to  consider  surgery  for 
the  more  advanced  cases,  the  radiation  resistant  case,  or  the 
failures  of  radiation,  we  must  be  prepared  to  perform  the  more 
extensive  operation. 

Conclusion 

The  main  point  of  concentration  on  the  problem  of  cancer  of 
the  cervix  should  be  placed  on  early  diagnosis.  Inasmuch  as  75 
per  cent  are  beyond  any  surgery  except  for  the  most  ultra  radical 
of  procedures,  our  effort  in  treatment  should  be  directed  toward 
improvement  in  our  technique  of  radiation  for  this  is  the  basic 
treatment  in  carcinoma  of  the  cervix. 

Discussion,  by  Dr.  Courtland  D.  Berry,  Orlando,  Fla. 

Dr.  Parsons  ha  indicado  muy  bien  el  crecido  número  de  pro- 
blemas con  que  uno  se  encuentra  cuanto  trata  de  diagnosticar  o 
de  tratar  el  carcinoma  del  cuello  uterino.  Muchos  médicos  creen 
que  el  cáncer  del  cuello  tiene  un  largo  período  de  pre-invasión  y 
que  también  permanece  aprisionado  en  el  cuello  por  muchos  me- 
ses o años.  Si  la  paciente  se  somete  regularmente  a exámenes  pe- 
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riódicos,  entonces,  el  médico  tendrá  la  oportunidad  de  tratar  un 
número  relativamente  crecido  de  cánceres  del  cuello.  La  cuestión 
de  reconocer  el  cáncer  temprano  es  muy  difícil.  No  creo  que  haya 
ningún  síntoma  característico  ni  tampoco  hallazgos  pélvicos  que 
dirijan  siempre  la  atención  del  médico  hacia  la  posibilidad  del 
cáncer  temprano  del  cuello.  No  hay  cuello  sospechoso.  Los  frotes 
vaginales  regulares  en  todas  las  mujeres,  y las  biopsias  hechas  co- 
i rectamente  en  todos  los  cuellos  anormales  son  el  método  por  el 
cual  se  descubren  casi  todos  los  cánceres  del  cuello.  En  mi  prác- 
tica privada  en  Florida,  he  encontrado  durante  los  últimos  cuatro 
años,  descontando  los.  pacientes  de  clínica  y de  sala,  un  total  de 
cuarenta  cánceres  del  cuello  uterino,  incluyendo  carcinoma  in  situ. 
De  estos,  las  tres  cuartas  partes,  se  suponía,  y en  algunos  casos 
se  había  probado  por  cirugía,  que  eran  en  verdad  cánceres  tem- 
pranos. 

Si  en  Puerto  Rico  llegara  el  momento  en  que  a todas  las  mu- 
jeres se  les  hicieran  frotes  vaginales  regularmente,  y se  hicieran 
biopsias  de  todos  los  cuellos  anormales,  los  casos  avanzados  de 
cáncer  del  cuello  serían  muy  raros.  Las.  curas  permanentes  serían 
frecuentes  y las  complicaciones  serias  serían  muy  pocas. 
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I.  Historical  outline.  Very  little  is  known  about  the  history 
of  leprosy  in  Puerto  Rico.  We  do  not  know  when  or  by  what  means 
the  disease  was  introduced  into  the  island.  We  do  know  that  in  many 
of  the  deeds  for  the  purchase  and  sale  of  slaves  there  were  clauses 
stating  that  if  the  slave  was  found  to  have  leprosy  within  the  fol- 
lowing six  months  the  purchaser  would  be  indemnified.  This  fact 
might  lead  us  to  conclude  that  the  first  lepers  to  come  into  the  is- 
land were  negro  slaves  from  Africa  and  a curious  fact  in  this  con- 
nection is  that,  even  to-day,  the  disease  is  most  prevalent  in  the 
eastern  section  of  the  island,  precisely  the  area  through  which  the 
greatest  contraband  in  slaves  took  place,  from  the  Lesser  Antilles, 
and  that  the  incidence  of  the  disease  is  greatest  in  the  coastal  area 
where  there  is  a greater  preponderance  of  the  colored  race  than 
in  the  hilly  sections  of  the  interior  of  the  island,  which  facts  may 
or  may  not  have  any  bearing  on  the  matter.  However,  it  should 
not  be  forgotten  that  leprosy  had  been  widespread  in  Europe  and 
that  it  did  not  begin  to  wane  in  that  continent  until  the  sixteenth 
century,  after  the  colonization  of  America  was  well  under  way,  so 
that  it  is  quite  possible  that  infected  Spaniards  might  have  been  the 
first  cases.  Both  sources  of  infection  are  possible. 

The  first  definite  reference  to  the  disease  that  we  know  of 
is  to  be  found  in  the  “Historia,  Geografía,  Civil  y Natural  de  la 
isla  de  San  Juan  de  Puerto  Rico”  by  Fray  Iñigo  Abad  y Lasierra, 
published  in  Madrid  in  1788,  where  it  is  stated  that  “The  disease 
of  Saint  Lazarus,  the  elephantiasis  of  the  Greeks,  has  disappeared 
from  the  nations  of  Europe  located  between  latitude  409  and  559, 
the  cases  now  seen  there  are  imported  from  other  parts  of  the 
earth.  We  wish  the  same  thing  for  Puerto  Rico;  but  just  now,  it 
is  painful  to  say,  the  disease  is  quite  common.” 

From  the  minutes  of  the  meetings  of  the  Superior  Board  of 
Health  we  learn  that  in  1855  it  was  proposed  to  establish  a leper 
colony  in  the  islet  of  Miraflores,  located  at  the  inner  end  of  the 
harbor  of  the  city  of  San  Juan,  but  the  Board  opposed  the  project 
because  it  considered  the  site  unhealthy.  In  1864,  according  to  the 
minutes  of  the  meetings  of  a Government  Board  which  had  super- 
vision over  medical  matters  and  which  was  known  as  the  Sub-dele- 
gation of  Medicine:  “the  Mayor  asks  for  advice  as  to  what  should 
be  done  with  a leper  who  roams  about  town.  The  Sub-delegation 
advices  a certain  amount  of  isolation,  although  not  absolute,  since 
it  was  not  sure  that  the  disease,  which  always  arouses  the  fear  of 
the  people,  is  contagious.”  In  1866,  “the  Government  asks  that 
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a site  be  chosen  for  the  establishment  of  a leper  colony,  mention- 
ing as  possibilities  the  places  known  as  Guanica  and  Jobos,  located 
in  the  municipalities  of  San  Germán  and  Guayama,  and  the  islets 
of  “Caja  de  Muertos”  in  Ponce  and  “Palominos”  in  Fajardo.  It  asks 
the  Sub-delegation  to  say  which  should  be  chosen.  There  were  two 
points  of  view:  one,  that  Guanica  should  be  chosen  because  of  its 
topographical  situation  and  because  it  was  better  oriented,  and  the 
other,  that  they  should  take  into  consideration  not  only  its  salu- 
briousness, insofar  as  topography  and  orientation  were  concerned, 
but  also  its  accessibility  to  the  sea.”  In  1871,  according  to  the  “His- 
toria de  la  Medicina  y Cirugía  de  Puerto  Rico”  by  Dr.  Manuel  Que- 
vedo  Báez,  the  Government  continued  in  its  efforts  to  establish 
a home  for  lepers,  the  minutes  of  the  Board  of  Health  showing  that: 
“They  were  looking  for  an  isolated  site,  having  the  necessary 
sanitary  requirements,  to  house  the  persons  suffering  from  leprosy 
who  roamed  the  streets.  They  requested  the  advice  of  the  Board, 
to  be  submitted  to  the  provincial  House  of  Deputies,  to  whom  be- 
longed the  duty  of  finding  the  necessary  funds  for  the  purpose”.20 
In  the  year  1880,  a frame  building  with  galvanized  iron  roof  was 
built  in  the  rear  of  the  District  Jail,  located  in  the  Puerta  de  Tierra 
section  of  the  city  of  San  Juan,  to  house  the  lepers.  In  August,  1899 
this  building  was  destroyed  by  the  hurricane  that  struck  the  is- 
land that  year.  At  that  time  there  were  10  lepers  housed  there 
and  they  were  transferred  to  the  cellar  of  the  District  Jail,  where 
they  remained  until  October  27,  1900  when  the  military  Governor 
of  the  island,  General  Guy  Henry,  ordered  their  transfer  to  Ca- 
bras Islet,  located  at  the  entrance  to  the  harbor  of  San  Juan,  which 
had  been  used  as  a Quarantine  Station  until  then. 

According  to  James  A.  Doull  et  al  (“A  note  on  Leprosy  in 
Puerto  Rico”)  the  story  is  somewhat  different.  He  says:  “When 
a Board  of  Health  was  established  by  Governor  Henry  in  February, 
1899  this  “hospital”  in  very  dilapidated  condition  and  housing 
only  two  patients  came  under  its  jurisdiction.  The  sum  of  one 
hundred  dollars  was  secured  from  the  military  government  and  the 
building  was  repaired  and  converted  into  an  insular  institution.  A 
search  was  made  in  San  Juan  in  the  following  May,  with  the  result 
that  11  patients  were  found  and  segregated.  In  April,  1900  there 
were  18  patients  in  segregation.  About  a year  later  the  patients 
were  transferred  to  the  buildings  formerly  occupied  by  the  Quaran- 
tine Station  on  Cabras  Island.”20 

The  islet  was  not  a satisfactory  site  and  we  find  the  Board 
of  Health  recommending  in  1909  and  again  in  1910  that  the  lepers 
ke  housed  in  some  other  place,  as  they  considered  that  Cabras 
Islet  was  unfit  for  the  purpose.  By  1918  nothing  had  been  done 
and  the  Board  of  Health  again  adopted  resolutions  calling  atten- 
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tion  to  the  problem.  In  1925,  the  Insular  Legislature  finally  ap- 
proved a law  appropriating  the  necessary  funds  for  the  purchase 
of  land  and  for  the  construction  of  the  necessary  buildings  for  a 
new  Leper  Colony,  to  be  located  in  the  municipality  of  Trujillo 
Alto,  at  a distance  of  twenty  two  kilometers  from  San  Juan.  On  June 
29,  1926  forty  three  patients  were  transferred  from  Cabras  Islet 
to  the  newT  institution. 

II.  Incidence.  Doull  says  (op.  cit.)  that  “On  June  30th,  1902 
there  w7ere  17  patients,  10  males  and  7 females,  isolated  on  this 
island.  No  records  could  be  found  for  the  intervening  years  but 
on  June  30th.,  1909  there  were  21  patients  in  the  institution.  The 
number  increased  annually  to  39  in  1914  and  remained  at  this 
level,  more  or  less,  for  the  next  twelve  years.  On  June  29,  1928,  43 
patients  were  transferred  to  the  new  Insular  Leprocomio  at  Truji- 
llo Alto.  The  new7  institution  has  usually  maintained  a patient  po- 
pulation of  between  fifty  and  sixty  since  1926.  Recently,  however, 
there  has  been  a reduction,  the  number,  as  of  June  30th.,  1940 
being  45.” 

According  to  Dr.  Pedro  N.  Ortiz,6  in  an  article  published  in 
the  Bulletin  of  the  Puerto  Rico  Medical  Association,  in  March,  1923 
concerned  wTith  what  was  then  the  new  treatment  wdth  chaulmo- 
ogra  oil,  102  lepers  had  been  admitted  to  the  colony  at  Cabras  Islet 
from  1900  to  1923.  Discounting  the  ten  patients  first  transferred 
in  1900, we  have  that  92  patients  were  admitted  during  the  twenty 
three  year  period  or  an  average  of  4 patients  per  year.  This  com- 
pares wTith  the  202  patients  admitted  to  the  present  colony  at  Tru- 
jillo Alto  from  July  1,  1926  to  June  30,  1950,  a period  of  24  years. 
Discounting  the  43  patients  transferred  from  Cabras  Islet  at  the 
opening  and  5 cases  who  were  discharged  because  they  did  not  have 
leprosy,  we  have  154  patients  admitted  during  the  24  year  period,  or 
an  average  of  6.5  patients  per  year.  We  have  been  unable  to  locate 
the  records  for  the  years  when  the  patients  wTere  at  Cabras  Islet 
when,  apparently,  very  inadequate  records  were  kept.  In  fact,  the 
records  covering  the  period  from  1926  to  1942  are  quite  rudimentary 
and  unreliable,  consisting  of  a few  notes  jotted  down  by  one  of  the 
nurses.  It  is  only  since  1942  that  a book  of  admissions  and  dis- 
charges and  complete  records  of  the  history,  physical  examinations 
and  progress  of  these  cases  are  available.  For  these  reasons,  we  have 
no  information  as  to  the  number  of  patients  admitted  from  1923 
to  1926  and  are  thus  unable  to  reach  the  total  number  of  admis- 
sions from  1900  to  June  1950,  when  this  is  written,  and  wTe  can, 
therefore,  only  consider  the  197  patients  admitted  to  the  new’ 
institution  from  July  1,  1926  to  June  30,  1950  for  statistical  data 
and  the  105  patients  actually  under  the  care  of  the  w’riter  from 
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1942  to  1950  for  clinical  and  therapeutic  data,  the  remaining  re- 
cords being  meaningless  in  these  respects. 

The  total  admissions  during  this  24  year  period,  from  July  1, 
1926  to  June  30,  1950  can  thus  be  tabulated  as  follows: 


Total  number  of  cases  admitted 202 

Cases  discharged  because  they  did  not  have  leprosy 5 

Total  number  of  leprosy  cases  admitted 197 

Cases  brought  over  from  Cabras  Islet 43 

Number  admitted  from  July  1,  1926  to  June  30,  1950  — 154 

Average  per  year 6.5 


The  yearly  admissions,  counting  by  fiscal  years,  from  July  1 to 
June  30  of  the  following  year,  were  as  follows: 


Fiscal 

Year 

Ending 

June 

30 

1927 

14 

1933 

4 

1939 

4 

1945 

5 

1928 

7 

1934 

8 

1940 

7 

1946 

9 

1929 

4 

1935 

4 

1941 

6 

1947 

5 

1930 

5 

1936 

9 

1942 

7 

1948 

6 

1931 

6 

1937 

6 

1943 

9 

1949 

6 

1932 

8 

1938 

5 

1944 

8 

1950 

2 

The  larger  number  of  cases  in  1927  was  undoubtedly  due  to 
an  intensification  in  the  search  for  cases  following  the  opening  of 
the  new  institution  at  Trujillo  Alto.  The  fact  that  only  2 cases 
were  admitted  in  fiscal  year  1949-1950  could  be  ascribed  to  the 
newer  concepts  of  the  nature  of  this  disease,  which  have  been  po- 
pularized, and  which  lead  us  to  consider  it  mildly  contagious,  giving 
rise  to  doubts  as  to  the  advisability  of  segregating  all  cases.  It  is 
believed  at  present  that  cases  of  leprosy  should  be  carefully  classi- 
fied into  those  which  are  not  contagious  and  do  not  require  segre- 
gation because  they  do  not  have  open  lesions  and  are  bacteriological- 
ly  negative,  more  often  found  among  those  classified  as  the  neural 
or  tuberculoid  type,  and  those  which  are  contagious  and  require 
segregation  because  they  do  have  open  lesions  and  are  bacterio- 
logically  positive,  usually  of  the  more  malignant  lepromatous  type. 

These  concepts  have,  evidently,  influenced  the  thinking  of  the 
Health  Officers  of  the  island,  upon  whom  rests  the  responsibility 
of  locating  and  commiting  the  newly  found  cases  to  the  Leper 
Colony.  I am  not  too  sure  that  I am  in  agreement  with  these  views. 
It  would  seem  to  me  that  because  the  number  of  cases  in  the  is- 
land are  few  it  would  be  more  logical  to  make  an  intensive  effort 


LEPROSY  IX  PUERTO  RICO 


19 


to  locate  the  largest  number  of  cases  and  have  them  committed 
to  the  Colony  where,  under  expert  guidance,  the  cases  could  be  care- 
fully classified,  returning  to  their  homes  those  which  are  not  con- 
tagious, according  to  the  accepted  standards.  In  this  way  it  might 
be  possible  to  rid  the  island  of  the  disease  which  even  although 
it  only  affects  a small  number  and  even  although  it  may  be  only 
mildly  contagious,  as  it  is  now  thought,  it  is,  nevertheless,  a po- 
tential danger,  as  is  the  case  with  all  infectious  diseases.  It  is  to 
be  remembered  that  there  are  many  factors  affecting  this  disease 
about  which  we  do  not  know  anything,  notably  the  fact  that  wre  are 
in  complete  ignorance  as  to  how  or  by  what  means  it  is  transmit- 
ted. 

We  do  not  know  the  number  of  cases  of  leprosy  that  there 
are  in  the  island.  A careful  survey  has  never  been  made.  Judging 
from  the  number  of  cases  admitted  to  the  Leper  Colony  since  1900 
and  from  a general  survey  which  he  made  from  December  1926  to 
August  1927,  Gonzalo  Palacios  de  Borao13  recorded  137  known  and 
60  segregated  cases  as  of  that  date  and  reached  the  conclusion  that 
there  could  be  from  200  to  400  cases,  giving  an  approximate  rate 
of  0.31  per  mile  for  the  island.  He  calls  attention  to  the  fact  that 
“Theoretically,  the  propagation  of  an  infectious  disease  would  pro- 
ceed according  to  geometrical  progression,  but  this  is  obviously  not 
the  case  with  leprosy.  It  is  well  known  that  the  number  of  lepers, 
even  with  no  serious  attempt  at  control,  may  show  little  or  no  in- 
crease. Assuming  for  each  patient  an  average  span  of  life  of  forty 
years,  to  maintain  the  existing  rate  a hundred  lepers  would  need 
to  infect  only  2.5  persons  a year.  The  fact,  as  stated  above,  that 
the  rate  in  many  countries,  as  in  Puerto  Rico,  shows  no  rapid 
change,  affords  support  for  the  theory  that  repeated  or  massive 
infection  is  an  important  factor  in  propagating  the  disease.” 

The  assumed  rate  of  0.31  per  mile  compares  with  a rate  of 
0.02  for  continental  United  States;  a rate  of  59.00  per  mile  for 
Nauru  Island  in  the  Pacific  Ocean;  30.1  for  French  Oceania;  14.70 
for  French  Guiana;  6.75  for  Dutch  Guiana;  4.44  for  Paraguay;  3.75 
for  Colombia;  1.67  for  Venezuela;  0.57  for  Cuba;  and  0.43  for 
Haiti. 

III.  Geographical  Distribution.  The  island  of  Puerto  Rico 
lies  between  latitude  17954’  and  18930’  N.  and  longitude  65Q35’  and 
67Q15’  W.  It  is  roughly  rectangular  in  outline,  with  an  approximate 
length  of  100  miles  and  a width  of  35  miles  and  a total  area  of 
3,435  square  miles.  The  calculated  population  for  July  1,  1948  was 
2,146,686.  It  is  divided  into  77  municipalities  and,  for  our  purpose, 
it  seems  best  to  use  this  political  unit  to  determine  the  distribution 
of  the  cases  under  study  throughout  the  island.  These  77  municipal- 
ities can  be  placed  into  two  well  defined  groups,  those  located  in 
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the  interior,  hilly  section,  the  mountainous  area,  of  which  there  are 
32  and  those  located  in  the  coastal  zone  of  which  there  are 
43  in  the  island  proper  and  2 corresponding  to  two  outlying  small 
islands,  or  45  bordering  on  the  sea-shore. 

Of  the  197  cases  of  leprosy  admitted  from  July  1,  1926  to  June 
30,  1950,  two  came  from  nearby  countries,  one  of  these  was  born 
in  the  Republic  of  Colombia,  in  South  America,  and  the  other  in 
the  Virgin  Islands,  which  leaves  195  cases  admitted  from  the  ter- 
litorial  area  of  Puerto  Rico.  It  is  interesting  to  note  that  170  or 
87%  of  these  cases  came  from  the  45  municipalities  of  the  coastal 
zone  and  25  or  13%  from  the  interior,  hilly  section.  The  45  mu- 
nicipalities of  the  coastal  zone  had  an  estimated  population  for 
1948  of  1,422,324,  which  gives  us  a ratio  of  1 leper  case  admitted 
tc  the  Colony  for  each  8,366  inhabitants;  the  32  municipalities  of 
the  interior,  hilly  section  had  an  estimated  population  for  1948  of 
724,362,  which  gives  us  a ratio  of  1 leper  case  admitted  to  the  colony 
for  each  28,974  inhabitants.  It  is  thus  clear  that  the  coastal  zone 
has  a higher  leprosy  rate  than  the  interior,  hilly  section. 

There  were  34  municipalities  from  which  not  a single  case  of 
leprosy  was  admitted  in  the  period  under  study,  17  of  the  coastal 
zone  and  17  of  the  mountain  zone.  So  that  the  195  cases  came  from 
43  of  the  77  municipalities  distributed  as  follows: 


Case  Distribution  by  Coastal  and  Mountain  Areas 


Municipalities 

Population 

Cases 

Rate  per  mile 

Coastal 

28 

1,126,645 

170 

0.15 

Mountain 

15 

363,302 

25 

0.07 

Total 

43 

1,489,947 

195 

0.13 

Rates  for  Coastal  and  Mountain 

Areas 

Municipalities 

Population 

Cases 

Rate  per  mile 

COASTAL  ZONE 

Cases  admitted 

28 

1,126,645 

170 

0.15 

No  cases  admitted 

17 

295,679 

Total 

45 

1,422,324 

170 

0.11 

MOUNTAIN  ZONE 

Cases  admitted 

15 

363,302 

25 

0.07 

No  cases  admitted 

17 

361,060 

Total 

32 

724,362 

25 

0.03 

Further  analyzing  our  cases  we  find  that  the  21  municipalities 
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of  the  easternmost  section  of  the  island  with  an  estimated  popula- 
tion of  760,921  furnished  a much  larger  number  of  cases,  111, 
with  a ratio  of  1 case  to  each  6855  inhabitants,  than  the  remaining 
56  municipalities  with  an  estimated  population  of  1,385,765,  which 
had  84  cases  or  a ratio  of  1 case  to  each  16,497  inhabitants.  We 
also  find  that  the  6 municipalities  of  this  easternmost  section 
which  belong  to  the  interior,  hilly  section  group,  with  a population 
of  157,064  and  11  cases  had  a ratio  of  1 case  to  14,278  inhabitants, 
while  the  remaining  15  municipalities  included  in  the  coastal  zone 
group,  with  603,857  inhabitants  and  100  cases,  had  a ratio  of  1 
case  to  6,038,  which  would  seem  to  confirm  the  observation  that 
the  disease  is  more  prevalent  in  the  coastal  zone. 

Narrowing  our  inquiry,  it  is  to  be  observed  that  four  munici- 
palities of  this  easternmost  section  had  a much  higher  percentage 
of  cases  than  the  remaining  municipalities  of  the  island,  with  the 
one  exception  of  the  municipality  of  Vega  Baja,  in  the  central, 
northern  coast,  which  with  23,358  inhabitants  and  9 cases  had  a 
ratio  of  1 case  to  2595  inhabitants.  The  four  municipalities  mention- 
ed had  a ratio  of  1 case  to  1403  inhabitants,  as  follows: 


Municipality 

1 

| Population  | 

Cases 

Admitted 

i 

i 

Ratio 

Naguabo 

| 17,352  | 

30 

I 

1 

to 

578 

inhabitants 

Patillas 

I 20,358  | 

10 

I 

1 

to 

2035 

77 

Fajardo 

24,324  | 

9 

I 

1 

to 

2702 

77 

Trujillo  Alto 

| 13,747 

5 

I 

1 

to 

2749 

77 

Total 

| 75,781  | 

54 

l 

1 

to 

1403 

79 

The  municipality  of  Naguabo,  located  on  the  easternmost  point 
of  the  island  is,  therefore,  the  region  where  this  disease  is  most 
prevalent,  having  a much  higher  ratio  than  the  one  next  following. 
These  figures  may  be  summarized  as  follows: 


Area 

Population 

i 

Cases  | 

Ratio 

Puerto  Rico 

2,146,686 

I 

195  ' 

1 to 

11,008 

inhabitants 

Mountain  Area 

724,362 

i 

25  | 

1 to 

28,974 

77 

Coastal  Zone 

1,422,324 

i 

170  j 

1 to 

8,366 

” 

Eastern  Region 
Naguabo 

760,921 

I 

i 

111 

1 

1 to 

6,855 

79 

Municipality 

17,352 

! 

30  | 

1 to 

578 

79 

The  rate  per 

mile  would 

run 

as  follows: 

Puerto  Rico 

0.09 

Mountain  Area 

0.03 

Coastal  Zone 

0.11 

JO 
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Eastern  Region 
Naguabo 


0.14 

1.76 


Analyzing  these  data  gives  us  no  inkling  as  to  the  causes 
therefor.  If  we  wish  to  speculate,  a few  points  that  seem  to  stand 
out  might  be  mentioned.  The  conclusions  that  can  be  made  are 
that  the  disease  is  more  prevalent  in  the  coastal  zone  than  in  the 
mountain  area;  that  it  is  more  common  in  the  eastern  region  than 
in  the  rest  of  the  island;  and  that  the  municipality  of  Naguabo  is 
the  section  most  heavily  infected.  The  occasional  case  admitted 
from  the  mountain  area  could  be  accounted  for  as  having  become 
infected  from  contact  with  the  coastal  zone,  either  by  travelling 
thereto  or  coming  in  contact  with  infected  persons  travelling  into 
the  interior,  since  migration  of  people  from  one  place  to  another 
on  the  island  is  quite  active.  On  the  other  hand,  we  have  that  not 
a single  case  was  admitted  to  the  Colony,  during  this  period,  from 
17  of  the  45  municipalities  of  the  coastal  zone  and  one  of  these, 
Yabucoa,  would  seem  to  be  in  precisely  the  same  situation,  insofar 
as  climatic,  racial,  nature  of  locality  and  other  such  factors  is 
concerned,  as  the  neighboring  most  heavily  infected  municipality 
of  Naguabo.  Such  occurrences  would  seem  to  warn  us  not  to  attempt 
any  explanation,  barring  more  definite  data.  Nevertheless,  four 
factors  seem  to  suggest  themselves  as  worthy  of  consideration, 
outside  of  the  one  paramount  factor  of  direct  contagion,  which  is 
discussed  later  under  source  of  infection.  These  are  climate,  race, 
diet,  and  a possible  insect  carrier. 

Climate.  The  climate  of  the  island  is  warm,  as  a whole,  the 
average  annual  temperature  being  24  degrees  Centigrade.  It  never 
has  extremely  high  temperatures,  the  prevailing  easterly  winds 
carrying  the  relatively  cool  air  of  the  ocean  over  the  island,  the 
average  January  temperature  being  23  degrees  and  the  average 
July  temperature  26.  The  daily  and  annual  ranges  of  temperature 
are  greater  in  the  mountainous  interior  of  the  island  than  in  the 
coastal  area  and  the  temperature  of  the  interior  is  much  cooler 
throughout  the  year  than  in  the  coastal  zone.  The  rainfall  is  much 
heavier  in  the  mountainous  interior,  varying  from  20  to  40  inches 
in  the  western  end  of  the  south  coast,  40  to  60  inches  in  the  western 
end  of  the  north  coast,  60  to  80  inches  in  the  remaining  coastal 
zone,  to  reach  80  to  100  inches  in  the  mountainous  interior.  The 
central  mountain  area  is  covered  by  tropical  forest,  surrounded  by 
deciduous  forest  (dry)  in  the  south  coast  and  plantations  of  man- 
grove trees  in  the  north  and  east  coasts.  (Geography  of  Puerto 
Rico  - González  Ruiz).  We  have,  therefore,  a central,  mountain 
area  of  tropical  forest  with  heavy  rainfall  and  cool  temperature 
where  leprosy  is  practically  non-existent  and  a coastal  zone  with 
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mangrove  swamps  and  dry,  deciduous  forest,  light  rainfall  and 
warm  temperature,  where  most  cases  of  leprosy  are  found. 

Race.  As  a general  proposition  it  may  be  said  that  there  is 
a higher  preponderance  of  the  white  race  in  the  mountain  section 
than  in  the  coastal  zone,  due  allowance  being  made  for  the  common 
intermixture  of  races  in  the  island.  This  may  be  due  to  the  fact 
that  the  white  Spaniards  preferred  the  cooler,  mountainous  in- 
terior, or  to  the  fact  that  the  descendants  of  the  imported  negro 
slaves  who  were  brought  in  to  do  the  heavy  work  of  the  sugar- 
cane growing  farms  of  the  coastal  lowlands  have  remained  there  be- 
cause they,  in  their  turn,  preferred  the  warmer  climate  of  the  coast. 
Whatever  the  reason,  we  have  to-day  that  leprosy  is  found  in 
the  drier,  warmer  coastal  zone,  where  a heavier  negroid  element 
predominates. 

Diet.  Whether  diet  has  anything  to  do  with  the  occurrence 
of  leprosy  is  a moot  question.  Different  investigators,  at  different 
times,  have  tried  to  find  a connection  between  food  deficiencies 
and  the  disease,  but  such  connection  has  never  been  proven.  The 
classical  theory  along  these  lines  is  that  of  Hutchinson  who  declared 
that  leprosy  was  dependent  on  an  excessive  consumption  of  badly 
preserved  or  decomposed  fish.  However,  leprosy  exists  in  places 
where  no  fish  is  eaten.  There  is  also,  Oberdoerffer’s  theory  that 
adrenal  insufficiency  may  be  caused  by  the  sapo-toxins  in  certain 
food  plants  such  as  yucca  and  yautia  (dashen),  which  theory  is 
also  unproven.  However,  in  Puerto  Rico,  there  is  a certain  varia- 
tion in  the  foods  eaten  by  the  mountain  people  and  the  coastal 
inhabitants.  While  cod-fish,  preserved,  is  a common  article  of 
food  throughout  the  island,  together  with  boiled  plantains,  boiled 
rice,  boiled  beans  and  such  tubers  as  yucca,  yautia,  yam  and  cha- 
yóte (christophine),  the  people  of  the  hills  should  eat  a larger  pro- 
portion of  fresh  fruits,  since  fruit  trees  are  more  common  there. 
The  consumption  of  meats,  milk  and  eggs  is  very  limited  in  the 
low-income  labor  mass.  One  more  point  that  bears  mentioning  is 
the  fact  that  subsistence  farming  is  more  common  in  the  coffee- 
growing highlands  than  in  the  sugar-cane  plantations  of  the  coast 
which,  with  the  more  invigorating  climate,  may  serve  to  give  a 
higher  resistance.  Whether  this  difference  in  food  habits  has  any 
bearing  on  the  incidence  of  the  disease  is  still  to  be  determined 
although  the  probabilities  are  against  it. 

Possible  insect  carrier.  This  is  also  a possibility  since  the  dif- 
ference in  climate  and  soils  between  the  two  sections  presupposes 
some  difference  in  the  insect  varieties  to  be  found  in  each.  How- 
ever, considering  the  widespread  prevalence  of  the  disease  through- 
out the  world  in  times  past,  extending  from  the  cold  north  to  the 
warm  tropics,  it  is  difficult  to  conceive  that  differences  in  latitude 


PEDRO  .8.  MALARET 


and  of  fauna  and  flora  could  be  a factor  for  its  presence  in  a 
given  region. 

Other  factors.  It  is  possible  that  other  factors  which  have 
been  mentioned  as  contributing  to  the  prevalence  of  leprosy,  such 
as  poor  hygiene,  overcrowded  houses  and  general  and  sexual  pro- 
miscuity may  have  a more  important  bearing  on  this  point,  since 
the  poorer  negro  and  negroid  element,  more  prevalent  on  the  coast, 
may  be  more  deficient  in  these  respects.  We  might  mention,  in 
passing,  the  fact  that  of  two  tropical,  endemic  diseases  prevailing 
in  the  island,  hookworm  disease  and  malaria,  the  former  is  much 
more  common  in  the  mountainous  interior  while  malaria  is  more 
prevalent  along  the  coastal  area.  It  is  not  to  be  supposed  that  they 
could  have  any  effect  on  the  prevalence  of  leprosy  outside  of  the 
fact  that  malaria,  with  its  acute  exacerbations  in  the  individual 
and  its  epidemic  outbursts  in  the  group  does  cause  greater  econo- 
mic havoc  with  its  sequelae  of  a lower  standard  of  living. 

V.  Age  on  Admission.  The  age  at  which  these  195  cases  were 
admitted  to  the  Colony  varied  from  a five  year  old  child  to  a 78 
year  old  man,  who  was  an  old  neural  case  with,  however,  still 
positive  bacteriology.  The  distribution  was  as  follows: 

Age  on  Admission 


Age 

Males 

Females 

Total 

Period 

Cases 

| Per  cent  | 

Cases 

| Per  cent  | 

Cases 

| Per  cent 

0-  4 | 

5-9  | 

2 

1 - 1 

1.0%  I 

1 

| 0.5%  | 

3 

1 

1 

1.5% 

10-14  | 

14 

1 7.1  | 

6 

| 3.1 

20 

1 

10.2 

15-19  ¡ 

20 

1 10.2  ¡ 

8 

I 4.1 

28 

1 

14.3 

20-29  | 

33 

i 16.9  | 

13 

6.9 

46 

23.8 

30-39 

20 

1 10-2  | 

7 

1 3.6  I 

27 

1 

13.8 

40-49 

10 

1 5.1 

14 

1 7-2 

24 

1 

12.3 

50-59 

22 

1 11-2  | 

8 

1 4.1 

30 

1 

15.3 

60-69  I 

7 

3.5  | 

8 

1 4.1 

15 

1 

7.6 

70-79  ¡ 

2 

1 i.o  1 

— 

2 

1 

1.0 

Total  | 

130 

| 66.2%  | 

65 

| 33.6%  | 

195 

1 

99.8% 

It  can  thus  be  seen  that  only  3 cases  or  1.5%  of  the  total 
admissions  were  admitted  in  the  early  years,  up  to  9 years;  that 
23  cases  or  11.7%  were  admitted  during  childhood,  up  to  14  years; 
that  in  the  first  three  decades  of  life,  up  to  29  years,  97  cases 
or  49.8%  of  the  total  were  admitted;  with  51  or  26.1%  in  the  next 
two  decades,  from  30  to  49  years;  and  47  cases  or  23.9%  in  the 
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last  three  decades.  Half  of  the  cases  were  admitted  during  ado- 
lescence and  young  adulthood,  which  seems  to  be  in  agreement 
with  the  impression  that  the  majority  of  the  cases  are  infected 
during  the  first  two  decades  of  life.  It  is  also  to  be  noted  that 
whereas  the  male  admissions  show  a higher  proportion  in  young 
adulthood,  from  15  to  39  years,  the  female  admissions  maintain 
an  even  level  in  the  six  decades  between  10  and  70  years,  which 
may  be  due  to  the  fact  that  a more  active  labor-life  is  required 
of  males,  which  would  show  their  disability  at  an  earlier  period, 
while  females,  more  secluded  in  the  home,  are  made  aware  of  their 
condition  at  an  even  rate  throughout  their  life  period. 

VI.  Sex  Incidence.  As  has  been  shown  above  there  were  130 
males  and  65  females  admitted  during  the  period  discussed.  This 
concurs  with  the  accepted  observation  that  leprosy  is  more  com- 
mon among  men  than  among  women,  usually  occurring  in  the 
proportion  of  2 to  1.  It  is  true  that  there  are  some  regions  of  the 
world  where  there  is  an  excess  of  female  lepers  but,  in  such  cases, 
there  always  seems  to  be  an  explanation  based  on  special  local  con- 
ditions. In  Puerto  Rico,  insofar  as  the  admissions  to  the  Colony 
is  concerned,  the  proportion  among  the  two  sexes  follows  the  usual 
rules.  The  reason  for  this  excess  of  males  over  females  is  not 
known.  Two  theories  have  been  put  forward,  both  of  which  are 
still  to  be  proven.  One  is  that  the  cause  is  environmental,  due  to 
the  less  guarded  life  of  the  males  and  their  greater  exposure  to 
infection.  The  other  is  the  possibility  that  the  endocrine  make-up 
of  the  female  produces  higher  resistance  to  the  disease.  The  situa- 
tion in  Puerto  Rico  does  not  seem  to  offer  any  explanation  therefor. 

VII.  Class  Incidence.  Almost  all  of  the  195  cases  under  con- 
sideration belong  to  the  low-income  class.  Only  very  few  could  be 
said  to  belong  to  the  lower  middle  class  and,  during  this  period, 
we  have  only  known  one  case  which  can  be  included  in  the  upper 
middle  class,  which  case  was  not  admitted  to  the  Colony,  being 
allowed  to  live  outside  the  institution  under  that  section  of  the 
Sanitary  Regulations8  which  permits  lepers  to  remain  in  their 
homes  if  they  can  meet  certain  required  standards  as  to  isolation, 
hygiene,  etc.  It  must  be  noted  that  even  if  there  were  more  cases 
belonging  to  the  higher  income  groups,  such  would  not  be  included 
among  those  admitted  to  the  Leper  Colony,  since  they  would  re- 
main in  their  homes  under  the  above  mentioned  section  of  the 
Sanitary  Regulations  but,  as  a matter  of  fact,  we  only  know  of  the 
cne  case  mentioned.  So  that,  insofar  as  Puerto  Rico  is  concerned 
as  evidenced  by  the  cases  admitted  to  the  Leper  Colony,  the 
disease  cccurs  almost  wholly  among  the  low-income  class,  which 
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fact  corroborates  the  assertion  that  poor  hygienic  conditions,  crow- 
ded conditions  of  living  and  undernutrition  are  factors  influencing 
its  occurrence. 

VIII.  Source  of  Infection.  As  is  well  known  it  is  quite  dif- 
ficult to  trace  the  source  of  infection  of  leprosy,  due  in  great  part 
to  the  long  incubation  period,  usually  from  three  to  five  years  but 
which  may  extend  from  a few  months  to  forty  years;  to  the  slow 
development  of  the  disease;  and,  also,  to  the  tendency  of  known 
lepers  to  hide  and  to  deny  the  existence  of  leper  relatives  in  order 
to  avoid  compulsory  segregation.  Another  reason  is  that  because 
leprosy  is  not  a cause  of  major  disability  or  suffering  during  its 
period  of  development  most  cases  are  not  seen  in  the  early  stages. 
There  is  also  the  fact  that  most  physicians  are  not  “leprosy  consci- 
ous” and  when  these  cases  are  first  seen  by  them  in  the  early 
stages  the  disease  is  not  recognized,  the  cases  being  treated  under 
a mistaken  diagnosis  for  a long  time  before  the  true  nature  of  the 
complaint  is  determined.  This  is  probably  the  case  throughout  the 
world  and  it  is  certainly  the  case  in  Puerto  Rico,  judging  from  the 
histories  given  by  these  patients,  in  whom  the  disease  has  been 
frequently  confused  with  common  skin  and  nervous  conditions  and, 
in  a rather  large  proportion  of  cases,  with  syphilis.  The  diagno- 
sis of  syphilis  is  made  because  the  Wassermann  reaction  becomes 
positive  in  a rather  large  number  of  cases  of  leprosy,  apparently 
without  coexistent  syphilis,  and  the  similarity  of  some  skin  lesions, 
the  lymphatic  gland  enlargement  and  other  symptoms  are  suggest- 
ive of  a luetic  infection.  According  to  Dr.  Pablo  Morales  Otero3  who 
carried  out  an  extensive  serological  study  from  1926  to  1931,  there 
is  a much  higher  percentage  of  positive  Wassermanns  (Kahn,  Kol- 
mer  and  Noguchi  modifications)  in  lepers  than  in  the  general 
population,  which  is  difficult  to  explain  on  the  basis  of  a higher 
rate  of  syphilis  among  lepers.  It  could,  perhaps,  be  explained  by 
assuming  that  there  is  a lipoid  substance  in  the  blood  of  lepers 
which  will  fix  complement  in  the  presence  of  an  antigen.  Of  course, 
leprosy  and  syphilis  may  coexist  together  in  the  same  patient  but, 
even  then,  if  the  presence  or  absence  of  sensory  changes  were  look- 
ed for  and,  if  suspicious,  a bacteriological  examination  were  made, 
the  nature  of  the  case  could  be  established.  It  should  be  added  here 
that  Morales  Otero  and  Hernández11  also  found  that  the  normal 
values  for  uric  acid,  creatinine,  sugar,  non-protein  nitrogen,  cal- 
cium, chlorides  and  phosphates  of  the  blood  are  not  significantly 
altered  in  this  disease,  but  that  there  seems  to  be  a diminution  in 
the  cholesterol  values. 

Given  these  handicaps,  it  can  be  correctly  assumed  that  the 
histories  given  by  these  patients  give  little  inkling  as  to  the  source 
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of  their  infections.  If  we  divide  the  195  cases  under  study  into  two 
groups  we  find  a close  similarity  in  their  responses.  The  first 
group,  a total  of  90,  includes  the  cases  admitted  from  July  1,  1926 
to  June  30,  1942,  who  did  not  come  under  the  observation  of  the 
writer  because  of  death  or  absence  before  the  last  date;  and  the 
second  group,  105  cases,  includes  the  cases  who  came  under  the 
observation  of  the  writer,  that  is  those  remaining  on  July  1,  1942 
and  those  admitted  since. 

Source  of  infection 


First  group 

Second 

group 

Total 

Cases 

Cases 

% 

Cases 

Denying  previous 
contact  with  lepers 

58 

i 

64^ 

69 

65^ 

127 

65 'x 

Admitting  previous 
contact  with  lepers 

21 

23 

30 

28 

51 

26 

No  record 

11 

12 

6 

5 

17 

9 

Total 

90 

105 

195 

The  51  cases  admitting  previous  contact  with  lepers  mentioned 
the  following  relationships: 

Source  of  infection 


Number  of  Contacts  j 

Percentage  of  total 

Brother  (9)  and  sister  (6) 

15 

i 

25.0^ 

Father  (6)  and  mother  (5) 

11 

18.3 

Uncle  (5)  and  aunt  (2) 

7 

11.6 

Son  (4)  and  daughter  (1) 

5 

8.3 

Nephew 

4 

6.6 

Husband 

2 

3.3 

Cousin 

1 

1.6 

Grandfather 

1 

1.6 

Granduncle 

1 

1.6 

Non-relatives 

13 

21.6 

Total 

60 

99.5 

According  to  Rogers  and  Muir  (Leprosy  - 3d.  edition  - 1946)-' 
“wherever  careful  inquiries  have  been  made,  in  a considerable  per- 
centage of  known  lepers  one  or  more  leper  relatives  or  close  asso- 
ciates have  been  traced,  from  whom  their  infection  may  possibly 
have  been  derived”  and  “the  figures  range  from  29 in  Denny’s 
large  Philippine  series,  in  which  only  leper  relatives  were  counted, 
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to  89%  in  th  Caucasus.”  Since  only  51  out  of  our  195  cases,  or 
26%,  would  admit  previous  contact  with  lepers,  it  seems  evident, 
although  our  figure  approaches  that  of  Denny,  that  most  of  them 
preferred  to  withhold  the  correct  information  in  this  respect.  It 
should  be  noted  that  40  of  the  51  admitted  having  had  47  leper 
relatives  and  that  11  admitted  knowing  or  being  in  contact  with 
13  non-relative  lepers.  However,  since  33  of  the  leper  relatives  and 
5 of  the  non-relative  lepers  acknowledged  were  cases  admitted  to 
the  Leper  Colony,  it  seems  clear  that  these  patients  withheld  in- 
formation about  known  or  suspected  lepers  who  had  not  come  to 
the  attention  of  the  authorities. 

Some  of  them  gave  additional  information  as  to  their  contacts, 
as  follows: 

Case  #6.  Father  and  one  brother  had  leprosy. 

Case  #11.  Sister  died  of  leprosy  at  age  14.  After  patient  entered 
the  old  Colony  at  Cabras  Islet  she  had  three  children  by  an- 
other patient.  One  of  these  children  died;  the  other  two  were 
in  good  health. 

Case  #14.  Knew  a man  in  her  home  town  who  used  to  sell  pro- 
duce in  the  market  place,  whom  she  never  suspected  of  having 
leprosy,  but  whom  she  encountered  in  the  Leper  Colony  when 
she  was  committed. 

Cases  #20  and  21.  Father  and  one  brother  were  in  Leper  Colony. 
Case  #33.  Had  two  sons  (#20  and  21)  in  Leper  Colony. 

Case  #57.  Husband  died  of  leprosy  in  Leper  Colony.  One  son  was 
in  Leper  Colony. 

Case  #68.  Mother  and  aunt  died  of  leprosy. 

Case  #82.  One  sister  and  one  uncle  died  in  Leper  Colony. 

Case  #102.  Came  from  heavily  infected  Naguabo.  Knew  three 
persons  who  had  leprosy.  None  in  her  family. 

Case  #105.  Two  nephews  had  leprosy.  One  died  outside.  One  died 
at  Leper  Colony. 

Case  #124.  This  patient  worked  in  the  Leper  Colony  for  three 
months  and  lived  next  to  the  Colony  for  six  months  before 
being  admitted.  He  had  a nephew  who  had  leprosy  and  as  a 
boy  of  ten  years  knew  a man  who  was  considered  to  have 
leprosy. 

Case  #127.  His  son  was  admitted  to  Leper  Colony  five  years  after 
his  death  (#193),  dying  there  of  pulmonary  tuberculosis. 
Case  #154.  Had  a brother  who  died  in  Leper  Colony.  Her  mother 
was  a laundress  at  the  Colony  and  she1  used  to  visit  the  mother 
and  brother  while  they  were  there. 

Case  #157.  A nephew  was  admitted  to  the  Colony  six  years  after 
her  own  admission.  (Case  #200). 
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Case  #164.  One  uncle  has  leprosy.  Another  patient  (#161),  whose 

mother  died  of  leprosy,  is  his  half-brother. 

Case  #170.  Grandfather  and  an  uncle  died  of  leprosy. 

Case  #172.  Came  from  heavily  infected  Naguabo.  Knew  several 

persons  who  had  leprosy.  None  in  his  family. 

. M i,  ' p.  :t 

As  is  evident,  no  effort  has  been  made  to  locate  the  source 
of  infection  in  each  one  of  these  cases,  due  to  the  lack  of  the 
necessary  trained  personnel  and  the  travel  funds  required  for  this 
purpose.  The  lack  of  interest  on  the  part  of  the  proper  authorities 
being  due  to  the  fact  that  this  disease,  given  the  limited  number 
of  cases  and  its  naturally  controlled  spread,  is  not  a major  sanitary 
problem  in  the  island  and,  no  doubt,  to  the  intense  preoccupation 
by  the  health  authorities  with  the  other  more  widespread  endemics 
such  as  uncinariasis,  malaria,  syphilis  and,  more  specially,  tuber- 
culosis, as  well  as  to  the  other  serious  problems  with  which  they 
are  confronted. 

We  have,  therefore,  only  the  information  given  by  the  patients 
themselves  and  an  occasional  interview  with  some  of  their  visiting 
relatives  which,  as  we  have  seen,  furnishes  rather  meager  data 
because  of  their  aversion  to  discuss  the  possible  existence  of  the 
Sisease  in  other  persons,  which  aversion  is  based  on  the  law  which 
presupposes  the  compulsory  segregation  of  those  affected. 

Even  so,  such  meager  data  as  has  been  presented  seems  to 
corroborate  the  generally  accepted  conclusions  reached  by  those  who 
have  made  careful  surveys  that  the  source  of  infection  is  always 
a previously  infected  case  and  that  a near-relative  or,  in  any  case, 
some  one  with  whom  intimate  contact  is  had  is  most  prone  to 
transmit  the  disease.  The  largest  number  of  known,  infected  con- 
tacts acknowledged  belongs  to  the  brother  and  sister  group,  which 
when  considered  together  with  the  fact  that  the  age  on  admission 
of  51%  of  the  cases  was  in  the  first  three  decades,  leads  to  the 
conclusion  that  the  observation  that  children  and  young  adults  are 
specially  susceptible  to  the  disease  and  that  this  is  more  easily 
acquired  in  the  early  ages  is  valid.  This  group  is  followed  by 
parental  infection  and  then  uncles  and  aunts,  which  seems  to  cor- 
roborate the  near-relative  conception  of  common  source  of  in- 
fection. 

Marital  status.  The  rarity  of  conjugal  infection,  frequently 
noted,  seems  to  hold  here,  as  only  two  patients,  both  women,  ad- 
mitted that  their  husbands  had  died  of  leprosy.  None  of  the  patients 
who  came  under  our  observation  who  had  been  or  were  married 
seemed  to  be  worried  about  their  partners.  The  husband  of  one  of 
the  patients,  whom  we  interviewed,  seemd  to  be  in  perfect  health 
and  quite  anxious  to  take  his  wife  home,  which  he  eventually  did, 
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this  being  one  of  the  two  patients  who,  as  will  be  mentioned  pre- 
sently, were  discharged  as  “arrested”  during  the  year  1950.  The 
marital  status  of  these  patients  was  the  following: 


Marital  Status 


Male 

Female  | 

Total 

Percentage 

Single 

86 

31  1 

117 

| 60% 

Married 

35 

1 19  1 

54 

28 

Widowed 

3 

9 | 

12 

6 

Divorced 

— 

2 

2 

1 

Unknown 

5 

5 j 

10 

5 

Total 

129 

! 66  I 

195 

100% 

It  must  be  added  that  many  of  those  classified  as  single  had 
lived  under  a common-law  marriage  relationship,  which  was  usually 
not  acknowledged. 

According  to  Rogers  and  Muir  (op.  cit.)  this  rarity  of  conjugal 
infection  may  be  explained  by  the  fact  that  “In  the  first  place 
most  married  persons  at  the  time  of  exposure  to  conjugal  infection 
will  have  passed  the  most  susceptible  age.  Secondly,  the  most  in- 
fective nodular  form  of  leprosy  commonly  involves  the  testicles 
and  decreases  or  ends  the  sexual  powers  of  the  male.  Thirdly,  when 
one  partner  develops  leprosy,  by  the  time  the  disease  reaches  the 
infective  stage  conjugal  relationships  commonly  cease.”  Be  that  as 
it  may,  it  seems  to  be  a fact  that  conjugal  infections  are  rare  in 
Puerto  Rico,  as  they  seem  to  be  everywhere  else. 

IX.  Probable  Age  of  Onset.  The  age  at  which  disease  was 
first  noticed  is  specifically  mentioned  in  the  histories  of  164  of  the 
195  patients.  When  the  ages  given  are  grouped  in  five  year  periods 
beginning  at  age  three,  earliest  age  at  which  symptoms  were  first 
noticed,  we  have  the  following  results: 

Age  at  which  first  symptoms  were  noted 

Age  | 3-8  | 9-13  | 14-18  | 19-23  | 24-28  ¡ 29-33 

Patients  | 14  | 24  | 25  ¡ 24  | 13  | 9~~ 

Age  | 34-38  ] 39-43  | 44-48  | 49-53  | 54-58  | 58-63 

Patients  | 11  | 17  | 9 | 7 j 8 | 3~ 

As  mentioned  by  Rogers  and  Muir  (op.  cit.)  “such  figures  do 
not  indicate  the  ages  at  which  the  actual  infection  with  the  leprosy 
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bacillus  took  place.”  It  is  “necessary,  in  order  to  get  at  least  ap- 
proximate figures,  (as  to  the  probable  age  of  onset),  to  deduct 
the  average  incubation  or  latent  period,  which  may  be  placed  at 
three  to  five  years.”  If  we  do  this  and  arrange  “the  estimated  ages 
at  which  infection  probably  occurred  ....  so  as  to  show  the  per- 
centage of  total  infections  which  had  taken  place  up  to  the  end 
of  each  age  period  and  those  which  occurred  after  35  years  of 
age”,  we  would  have,  deducting  three  years  from  the  age  at  which 
the  first  symptoms  were  noted,  the  following  results: 

Probable  age  of  onset  (Percentage  infected  at  the  ages  given) 


AGE  OF  PATIENTS  IN  YEARS 


I 

l 

1 

i Over 

| 0-5 

1 0-10 

| 0-15 

| 0-20 

| 0 25 

| 0-30 

i 

0-35 

| 35 

Parents 

1 14 

I 

1 38 

1 

| 63 

| 87 

i 

1 100 

1 

| 109 

1 

I 

i 

120 

| 44 

Per  cent 

1 

| 8.53 

1 

| 23.17 

| 38.41 

| 53.04 

1 60.97 

1 

| 66.46 

1 

I 

73.17 

| 26.82 

If  we  now  compare  these  figures  with  those  submitted  by 
Rogero  and  Muir  (op.  cit.)  we  can  see  that  they  coincide  quite 
closely. 


Table  VIL  (Rogers  and  Muir) 

Probable  age  of  onset  (Percentage  infected  at  the  ages  given) 


AGE  OF  PATIENTS  IN  YEARS 


District 

Affected 

i 

i 

0-5 

0-10 

0-15 

0-20 

0-25 

0-30 

0-35 

| Over 
35 

South  Rus- 

1 

i 

1 

sia.  Munch 

1 

6.10 

19.40 

37.20 

54.70 

65.50 

| 73.50 

80.00 

| 20.00 

Indian 

1 

1 

1 

Commiss. 

8.85 

19.59 

32.70 

47.36 

63.11 

| 73.41 

83.33 

| 16.47 

Vandyke  M 

— 

— 

4.70 

31.40 

65.30 

| 86.10 

95.60 

1 - 

Carter  F 

1 

— 

— 

20.00 

49.30 

76.50 

| 93.70 

97.10 

1 - 

Molokai 

1 

1 

(McCoy) 

1 

6.10 

21.50 

40.70 

54.70 

65.00 

| 72.50 

80.90 

19.10 

Nigeria  & 

1 

1 

1 

Soudan 

1 

1 

1 

(Tonkin) 

1 

25.45 

39.08 

59.08 

73.17 

80.89 

| 84.98 

89.43  | 

10.57 

Puerto 

i 

1 

1 1 

i 

l I 

Rico 

i 

8 51  ! 

23.17  | 

38.41  | 

53.04 

60.97  j 

66.46 

73.17  | 

26.82 

We  can  therefore,  subscribe  to  their  conclusions,  insofar  as 
cur  experiences  goes,  when  they  say,  referring  to  the  above  Table: 
“The  general  results  of  the  four  sets  of  figures  in  Table  VII  are 
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remarkably  parallel,  especially  in  the  case  of  the  ages  from  0 to 
20  up  to  0 to  35  years.  As  they  are  derived  from  some  4000  cases 
they  afford  a firm  basis  for  concluding  that  in  approximately  50 
per  cent  of  the  cases  the  infection  occurred  between  the  first  and 
twentieth  year  of  life  (53%  in  our  cases),  67  per  cent  originated 
before  the  end  of  the  twenty-fifth  year  (61%  in  our  cases),  75 
per  cent  by  the  thirtieth  year  (66%  in  our  cases),  and  over  80 
per  cent  by  the  thirty-fifth  year  (73%  in  our  cases).  This  leaves 
under  one  fifth  at  subsequent  age  periods,  although  the  disease 
has  been  known  to  develop  after  80  years  of  age.  At  ages  below 
20  the  figures  of  three  of  the  reports  are  also  closely  similar; 
namely,  6 to  8 per  cent  below  6 years  of  age  (8%  in  our  cases), 
19  to  21  per  cent  up  to  10  years  (23%  in  our  cases),  and  33  to  40 
per  cent  up  to  15  years  (38%  in  our  cases).”  As  can  be  seen,  the 
figures  for  Puerto  Rico,  based  on  the  admissions  to  the  Leper 
Colony,  coincide  with  those  percentages. 

In  explaining  the  figures  of  Tonkin,  they  say:  “The  figures 
of  Tonkin  for  highly  infected  Nigeria  and  the  Soudan  show  con- 
siderably earlier  infection ; namely,  no  less  than  39  per  cent  by 
the  age  of  10  years,  73  per  cent  by  20  and  85  per  cent  by  30  years. 
II  is  of  interest  to  note  that  these  very  early  infections  occurred 
among  negro  races  with  at  least  ten  times  as  high  a leprosy  rate 
per  mile  and  a lower  stage  of  civilization  than  those  of  India.”  From 
these  comments  we  can  deduce  that  the  figures  for  Puerto  Rico 
show  later  infections  due  to  the  low  leprosy  rate  per  mile  and  a 
higher  stage  of  civilization. 


X.  First  Signs  or  Symptoms  noted.  Leprosy  is  a disease  that 
begins  most  insidiously  and  the  patient  may  not  be  aware  that 
he  has  acquired  it  until  well  beyond  the  early  stages.  It  causes 
little  or  no  discomfort  in  its  beginnings  and  a person  may  be  able 
to  carry  on  his  habitual  occupations  for  some  time  after  the  in- 
fection has  become  established.  For  these  reasons,  together  with 
the  fact  that  these  people  do  not  have  medical  attention  except 
when  they  are  acutely  or  gravely  ill,  they  frequently  do  not  become 
aware  of  such  a disease  as  leprosy  until  it  is  well  advanced.  It 
is,  therefore,  not  surprising  that  some  of  them  are  unable  to  re- 
call with  precision  the  date  when  the  first  symptoms  were  noted 
or  how  the  disease  began. 

Of  the  195  cases  admitted  from  the  island  there  were  184 
who  gave  some  information  as  to  the  nature  of  the  first  signs 
noted  and  their  replies  may  be  listed  as  follows: 
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First  signs  or  symptoms  noted 

Skin  lesions 143 

Erythematous  red  and  hypopigmented  patches  72 
Face  8;  Legs  4;  Thighs  3;  Buttock  1;  Back  1; 

Shoulder  1 ; Loin  1 ; Generalized  53. 

Infiltration  of  the  skin  23 

Ear-lobes  23;  Face  2;  Ear-lobes  and  nose  1; 

Face  and  hands  1;  Generalized  1. 

Blisters  (vesicles)  16 

Hands  and  fingers  6;  Hands  and  feet  3; 

Face  2;  Toes  1;  Generalized  4. 

Eczema-dermatitis  1 1 

Fingers  1;  Chest  1;  Generalized  9. 

Nodules  7 

Ear-lobes  3 ; Arms  and  legs  2 ; Generalized  2. 

Ulcers  5 

Legs  3;  Feet  1 ; Toe  1. 

Pruritus  (generalized)  5 

Tubercles  2 

Face  1;  Generalized  1. 

Macules  and  nodules  (generalized)  1 

Papules  over  thighs  1 


Neural  lesions 8* 

Sensory  disturbances  72 

Anaesthesia  49 

Arms  and  legs  27 ; Hands  6 ; Little  finger  4 ; 

Legs  3;  Feet  3;  Little  and  ring  fingers  2; 

Arm  1;  Fingers  1;  Toes  1;  Muscles  (?)  1. 

Pain  12 

Joints  6 ; Legs  2 ; Arms  and  legs  1 ; Legs  and 
knees  1;  Back  and  feet  1;  Generalized  1. 

Paresthesia  (tingling;  formication)  9 

Forehead  1;  Hands  2;  Hands  and  feet  2;  Legs 
and  feet  2;  Generalized  2. 


Paresthesia  and  pain  in  legs 
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Pain  left  arm  with  swollen  little  finger  1 

Motor  disturbances  8 

Contracture  of  fingers  5 

Loss  of  power  in  hands  2 

Atrophy  of  hand  muscles  1 

Inflammation  and  congestion  40 

Congestion  of  nasal  fossae  28 

Congestion  and  edema  12 

Face  and  ear  lobes  2;  Fingers  3;  Hands  2; 

Feet  2 ; Arms  and  feet  1 ; Legs  1 ; Generalized  1. 

Other  6 

Profuse  sweating  4 

Sleepiness  (Torpor)  1 

Nervous  indigestion  1 

Total  different  signs  and  symptoms  noted  274 


We  have,  therefore,  274  different  signs  and  symptoms  occur- 
ring in  the  184  cases  as  the  first  evidence  of  the  disease. 

Combinations  of  skin  patches  (72)  with  anaesthesia  of  arms 
and  legs  (49)  and  nasal  obstruction  (28)  were  the  most  common. 
In  148  instances  the  skin  was  involved  at  first.  In  28  cases  they 
were  first  made  aware  of  abnormality  through  noticeable  infiltra- 
tion of  the  skin,  most  often  of  the  ear  lobes  (23).  In  16  cases  the 
appearance  of  vesicles,  what  they  called  water-blisters,  was  noticed 
at  first,  mostly  in  the  hands  and  feet  (10).  Changes  in  the  skin, 
which  we  have  called  eczema-dermatitis,  were  described  by  11 
cases.  Five  cases  definitely  stated  that  the  first  thing  they  felt 
was  itching,  generalized  throughout  the  body. 

In  80  instances  neural  disorders  were  noticed  at  first.  In  72 
there  was  a disturbance  of  sensation,  either  alone  or,  as  mentioned, 
combined  with  skin  patches  and  nasal  obstruction.  The  8 cases 
who  allege  that  motor  disturbances  were  what  they  first  noticed, 
mentioning  such  advanced  symptoms  of  the  disease  as  contractures 
and  atrophy  can  only  imply  that  their  memories  were  short  or 
that  their  powers  of  observation  of  self  were  not  very  acute. 

But,  it  may  be  said,  that  the  description  made  by  these  pa- 
tients of  the  first  signs  and  symptoms  noted  concur  with  the  accep- 


LEPROSY  IN  PUERTO  RICO 


35 


ted  description  of  the  disease  and  the  fact  that  patients  may  suffer 
from  leprosy  for  many  years  without  paying  much  attention  to  the 
early  signs,  which  is  due  to  the  slow  development  and  to  the  pro- 
longed incubation  period  which  has  been  estimated  as  extending 
from  a few  weeks  or  months  to  30  or  40  years,  although  in  the 
average  case  it  ranges  between  three  and  five  years.  Skin  patches, 
as  has  been  mentioned,  was  the  commonest  early  symptom  first 
noticed  by  these  patients,  often  combined  with  loss  of  sensation 
at  some  point  in  the  extremities  and  a sensation  of  fulness  in  the 
nose.  Since  such  patches  are  never  sufficiently  characteristic  to 
permit  a diagnosis  of  the  disease,  it  is  necessary  whenever  such 
skin  patches  are  complained  of  to  determine  whether  they  are 
anesthetic  or  not  and  to  look  for  the  three  main  points  in  diagnosis 
which  are  (1)  impairment  of  skin  sensation;  (2)  thickening  and 
tenderness  of  nerves;  (3)  finding  the  acid  fast  bacillus.  A diag- 
nosis of  leprosy  should  never  be  made  unless  at  least  one  of  these 
three  signs  is  present  (Rogers  and  Muir). 

XI.  Classification  of  Types  of  Cases.  Of  the  202  cases  ad- 
mitted to  the  Colony  from  July  1,  1926  to  June  30,  1950,  five  were 
discharged  as  not  having  leprosy  and  92  had  either  died  or  left  the 
Colony  before  July  1,  1942  when  the  writer  took  charge  of  these 
patients,  thus  leaving  105  patients  who  came  under  the  observation 
of  the  writer.  As  has  been  mentioned  there  were  no  records  kept 
at  this  institution  before  July  1,  1942  as  the  medical  care  given 
these  patients  up  to  that  time  was  most  rudimentary  and,  in  fact, 
the  institution  was  considered  more  in  the  nature  of  a place  of 
lodging  for  those  cases  which  had  to  be  segregated.  For  this  reason 
only  the  records  of  the  105  patients  which  were  at  the  institution 
on  July  1,  1942,  or  admitted  since  then,  are  of  value  for  clinical  and 
therapeutic  evaluation. 

Following  the  International  Classification  adopted  at  the  In- 
ternational Leprosy  Congress  held  in  Cairo,  Egypt,  in  March,  1938 
these  cases  were  classified  into  the  two  main  types,  the  leproma- 
tous  and  the  neural,  whenever  possible,  but,  the  largest  number 
were  classified  as  “mixed”,  in  which  both  the  main  types  are 
present.  This  classification  is  based  on  the  fact  that  although 
leprosy  affects  the  whole  organism,  the  skin  and  the  peripheral 
nerves  are  the  two  tissues  for  which  the  lepra  bacillus  seems  to 
have  the  greatest  affinity  or,  at  least,  they  are  the  tissues  which, 
with  the  mucous  membranes  of  the  nose  and  throat,  are  most 
prominently  affected.  This  Cairo  classification  is  not  entirely 
satisfactory  if  we  attempt  to  force  the  classification  of  cases  into 
lepromatous  and  neural  by  the  clinical  signs,  without  having  re- 
course to  the  histopathological  picture  of  the  lesions,  that  is,  with 
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the  formation  of  a granuloma  in  which  a peculiar  type  of  cell  of 
unknown  significance,  known  as  the  “lepra  cell”,  is  prominent  in 
the  lepromatous  cases;  and  with  a “tuberculoid  structure”,  in  which 
giant  cells  and  epithelioid  cells  are  prominent  in  the  tuberculoid 
or  neural  cases.  It  is  true  that  there  are  other  signs  and  symptoms 
which  differentiate  the  two  types.  In  the  lepromatous  type  the 
skin  lesions  are  more  prominent,  with  little  or  no  inflammation, 
diffuse  borders,  and  often  showing  characteristic  macules,  papules, 
tubercles,  and  diffuse  infiltration  of  the  skin;  bacilli  are  abundant, 
so  that  these  cases  are  usually  bacteriologically  positive ; they  show 
an  anergia,  a lack  of  immunity,  so  that  the  “lepromin  test”  or 
Mitsuda  reaction  is  usually  negative;  the  sedimentation  rate  is 
high;  and  the  prognosis  is  poor  because  of  poor  organic  defenses. 
In  the  neural  or  tuberculoid  type  the  skin  lesions  are  less  prominent, 
few  in  number,  they  have  definite  borders,  are  well  localized  and 
appear  as  erythematous  discs,  rings  and  plaques ; nerve  lesions  are 
more  prominent;  bacilli  are  few  so  that  these  cases  are  frequently 
bacteriologically  negative;  they  show  allergy,  good  immunity,  and 
the  Mitsuda  reaction  is  as  a rule  strongly  positive;  the  sedimenta- 
tion rate  is  normal  or  nearly  normal ; and  the  prognosis  is  favorable 
because  of  good  organic  defenses. 

Based  on  these  differences  there  has  arisen  what  is  known 
as  the  Latin-American  or  Pan-American  classification  which  does 
not  recognize  the  “mixed”  type  and  which,  clinically,  disregards 
the  neural  signs  and  symptoms,  considering  these  as  the  nervous 
concomittants  of  each  form,  and  proposes  to  reach  a classification 
based  on  the  skin  lesions  only.  If  the  skin  lesions  are  not  clear-cut 
and  characteristic  in  a given  case,  recourse  must  be  had  to  the 
other  signs  and  symptoms  before  a case  can  be  properly  classified. 
In  place  of  the  “mixed”  type  of  the  Cairo  classification,  a third 
type,  called  “non-characteristic”  is  suggested,  in  which  the  skin 
lesions  are  more  like  those  of  an  inflammatory  reaction,  with  ery- 
thematous, acromic  and  pigmented  macules;  there  are  minor  neural 
lesions;  the  immunologic  response,  bacteriology  and  sedimentation 
rate  are  indecisive,  being  either  positive  or  negative ; and  the  histo- 
pathological  picture  is  more  that  of  a simple  inflammation  with  a 
lymphocytic  infiltrate.  The  prognosis  is  variable  in  this  third 
type  and  difficult  to  establish.  If  the  immunologic  response  is 
good  they  may  progress  towards  the  tuberculoid  type  or  towards 
cure ; if  the  immunologic  response  is  poor  they  may  develop  towards 
the  lepromatous  form.  This  Latin-American  classification  is  thus 
based  oh  the  immunologic  response  and  although  the  diagnosis  may 
be  made  in  most  cases  without  having  to  recur  to  the  laboratory, 
it  will  be  necessary  in  some  to  search  for  the  bacilli,  to  determine 
the  lepromin  test  or  even  take  a biopsy  for  histo-pathological  study 
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before  they  can  be  correctly  classified.  The  lepromin  test  originated 
by  Mitsuda  and  which  consists  in  the  intradermal  injection  of  an 
antigen  prepared  from  lepra  bacilli  is  only  of  value  in  distinguishing 
lepromatous  from  neural  cases.  It  is  of  no  value  in  the  diagnosis 
of  leprosy  as  it  will  cause  a reaction  in  many  persons  who  have 
not  been  exposed  to  the  disease. 

For  our  purpose  we  have  limited  our  classification  of  cases  to 
the  three  types  of  the  International  classification,  modifying  it 
to  the  point  that  whenever  a case  was  clearly  neural  (using  the 
sign  N)  because  the  nerve  lesions  were  paramount,  or  clearly  lepro- 
matous (using  the  sign  L)  because  of  the  characteristics  and  promi- 
nence of  the  skin  lesions  and  the  insignificance  of  the  nerve  le- 
sions, they  were  so  designed;  but  the  large  majority  of  cases  were 
classified  as  of  the  mixed  type  (using  the  sign  LN),  since  both 
neural  and  cutaneous  lesions  were  prominent.  We  have  further 
sub-classified  the  cases  into  L or  N,  1,  2,  and  3,  to  show  the  degree 
of  advancement  giving  the  lepromatous  form  the  precedence  as 
established  by  the  International  classification. 

On  this  basis  the  105  cases  were  classified  at  the  first  exa- 
mination as  shown  below,  dividing  them  into  two  groups.  One  in- 
cludes the  55  cases  who  were  at  the  institution  on  July  1,  1942, 
considered  as  the  old  cases;  the  other  includes  the  50  cases  ad- 
mitted between  July  1,  1942  and  June  30,  1950,  considered  as  the 
new  cases. 


Classification  of  cases 


Old  | 

New 

! 

. 

1 

Bacteriology 

Type 

Cases 

Cases 

f f Total 

| Neg. 

| Pos. 

Undeterm. 

N,  | 

N.( 

2 

2 

1 - 
4 

1 

2 

1 

NÜ 

16 

4 

20 

13 

7 

— 

Li 

— 

1 

1 

— 

1 

— 

L, 

2 

4 

6 

— 

5 

1 

L.3 

4 

— 

4 

— 

4 

— 

L,  Ni 

3 

4 

7 

1 

6 1 

— 

Li  N., 

1 

— 

1 

1 

1 - 1 

— 

Li  N3 

— 

2 

2 

— 

2 

— 

l2  n, 

13 

18 

31 

— 

1 31 

— 

Lo  N., 

3 

12 

15 

— 

15 

— 

L , N:i 

— 

— 

— 

— 

— 

L:!  N, 

3 

1 

4 1 

— 

4 

— 

L:<  No 

4 

1 

5 1 

— 

5 

— 

L,  N‘ 

4 

— 

4 

4 

— 

Doubtful 

— 

1 

1 

i 

1 - 1 

— 

Total 

55  ; 

50 

1 105  | 

17 

1 86  | 
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Based  on  this  classification  we  have  24,  or  23%,  pure  Neural 
cases;  11,  or  10%,  pure  Lepromatous  cases;  and  69,  or  66%,  classi- 
fied as  Mixed.  As  could  be  expected,  18  of  the  24  Neural  cases 
were  found  in  the  old  group,  leaving  only  6 among  the  more  recent 
admissions.  Of  the  18  old  group  cases  7 are  now  dead;  only  one 
of  them  died  young,  at  age  27,  of  Hodgkin’s  disease;  one  died  at 
age  57,  with  positive  bacteriology,  from  pure  exhaustion,  being 
blind,  with  signs  of  early  senility  and  extensive  disability ; the  other 
five  died  of  senility,  all  being  beyond  69  years  of  age.  Of  the  11 
still  living  only  4 show  bacilli  at  rare  intervals;  the  other  7 could 
properly  be  considered  arrested  “burnt-out”  cases,  who  only  remain 
at  the  institution  because  of  their  physical  disabilities. 

Of  the  6 admitted  after  July  1,  1942  there  are  4 who  died, 
two  of  old  age  (ages  70  and  80)  ; one  of  pneumonia  at  age  47;  and 
one  of  exhaustion,  having  been  at  the  institution  only  5 weeks, 
where  he  was  transferred  from  the  Insane  Asylum  in  a condition 
of  extreme  neglect.  The  other  two  are  also  arrested  “burnt-out” 
cases,  bacteriologically  negative,  who  only  remain  at  the  institution 
because  of  their  disabilities. 

As  could  also  be  expected  the  11  Lepromatous  cases  are  all, 
but  one.  bacteriologically  positive,  and  the  one  exception  is  due 
to  lack  of  information  in  the  record. 

Of  the  69  Mixed  cases,  only  2,  in  the  first  stages  of  the  di- 
sease, have  remained  bacteriologically  negative. 

It  is.  of  course,  obvious  that  this  classification  of  the  cases 
admitted  to  the  Leper  Colony  cannot  be  taken  as  a picture  of  the 
relative  frequency  of  the  various  types  in  the  total  leper  population 
of  the  island.  It  is  to  be  surmised  that  the  Neural  cases  are  more 
easily  hidden  and  less  obnoxious  in  their  homes  than  the  malignant 
Lepromatous  form,  which  is  not  only  more  easily  spotted  because 
it  conforms  more  to  the  generally  accepted  conception  of  leprosy 
but,  because  it  causes  greater  acute  suffering,  would  lead  such 
types  more  easily  to  the  Health  Units  in  search  of  medical  relief 
and  would  make  them  more  amenable  to  accept  segregation  because 
they  are  shunned  by  their  neighbors  and  relatives.  Where  the 
drive  for  segregation  of  lepers  is  carried  out  in  a lackadaisical  way, 
as  is  the  case  in  Puerto  Rico,  such  factors  would  lead  to  a greater 
preponderance  of  the  lepromatous  type  among  those  hospitalized 
than  would  be  the  case  otherwise. 

As  far  as  we  know,  the  careful  and  definite  classification  of 
types  in  other  parts  of  the  world  has  not  been  such,  up  to  now,  as 
to  permit  of  a worthwhile  comparison. 

XII.  Clinical  Description  of  the  Disease  as  evidenced  by  condition 
on  admission.  There  were  43  cases  brought  over  from  Cabras 
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Islet  on  June  29,  1926,  when  the  present  Colony  was  opened,  and 
104  cases  admitted  from  that  date  to  June  30,  1942,  or  a total  of 
147  cases,  of  which  55  cases  were  at  the  institution  on  July  1,  1942 
(8  of  those  brought  over  from  Cabras  Islet  and  47  of  those  admitted 
afterwards).  Since  there  were  no  medical  records  and  the  first 
complete  physical  examination  was  made  after  July  1,  1942,  we 
are  compiling  the  sings  and  symptoms  of  this  group  of  “old”  cases 
as  of  that  date,  altho  all  of  them  had  been  at  the  institution  for 
some  time,  one  of  them  as  long  as  33  years  and  some  only  a few 
months.  Those  of  the  50  cases  admitted  between  July  1,  1942  and 
June  30,  1950  are  as  found  when  each  case  was  admitted.  It  will 
be  obvious  that  we  are  not  attempting  to  enter  into  the  finer  details 
of  pathological  abnormality,  only  aiming  at  presenting  the  grosser 
signs  and  symptoms  evidencing  the  disease  in  an  endeavour  to  get 
a composite  picture  as  shown  by  this  group  of  cases  in  each  one  of 
the  three  types. 

One  case  is  classified  as  “doubtful”,  being  that  of  a young 
24  year  old  girl  admitted  on  June  17,  1948  and  dying  on  July  23, 
1948,  thus  being  at  the  institution  only  36  days.  She  was  suffer- 
ing from  advanced  chronic  pulmonary  tuberculosis  and  her  con- 
dition was  critical  on  admission.  Smears  taken  from  the  nasal 
mucous  membrane,  the  skin  and  tips  of  ear-lobes  for  bacteriolo- 
gical examination  were  negative.  Due  to  her  serious  condition 
the  detailed  examination  was  postponed  and  she  died  before  it 
could  be  carried  out.  Her  admission  was  based  on  a diagnosis  of 
leprosy  made  outside  but  we  were  unable  to  obtain  any  definite 
^formation  or  to  confirm  this  diagnosis. 

This  leaves  104  cases  whose  main  signs  and  symptoms  at  the 
first  examination,  classifying  them  into  Neural  (N  - 24  cases), 
Lepromatous  (L  - 11  cases),  and  Mixed  (M  - 69  cases)  types,  were 
as  follows: 


Clinical  signs  and  symptoms 


SKIN 

1.  Infiltration  of  skin,  generalized 

2.  Infiltration-Face  and  ear-  lobes 

3.  Infiltration-Arms  and  legs 

4.  Marked  infiltrction-Male  breast 

5.  Marked  infiltration-Scrotum 

6.  Macules 

7.  Papules 

8.  Nodules 

9.  Tubercles 


Number  of  instances 


1 N | 

L 

M 

1 

Total 

1 1 

0 | 

7 

7~ 

26 

T 

i 

33 

i 7 i 

4 

¡ 36 

47 

1 | 

1 

8 

10 

1 

1 

5 

i 

7 

0 

0 

1 

i 

1 

1 1 

4 

| 20 

25 

2 

1 

| 27 

i 

30 

o 1 

1 

9 

i 

10 

0 1 

1 

0 

i 

1 
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10.  Generalized  dermatitis 

11.  Leukoderma  of  trunk 

12.  Simple  macular  lepride 

13.  Minor  tuberculoid  lepride 

14.  Major  tuberculoid  lepride 

15.  Hypopigmented  areas 

16.  Glossy  skin  on  legs 

17.  Ichthyosis  of  extremities 

18.  Keratosis  of  extremities 

19.  Leg  ulcers 

20.  Finger  ulcer 

21.  Plantar  ulcers 
MUCOUS  MEMBRANES 

22.  Congested  nasal  mucosa 

23.  Destruction  of  nasal  cartilage 

24.  Infiltration  mucosa  of  mouth 

25.  Ulcer  of  hard  palate 

26.  Ulcer  Palate  Uvula  Post.  Pillar 

27.  Infiltration  of  Larynx 

28.  Congested  naso-pharynx 

NERVE  LESIONS  (Polyneuritic  le- 
sions other  than  those  shown  on 
skin)  Enlargement-!' nderness  nerve 
trunks 

29.  Ulnar  nerves 

30.  Median  nerves 
3L.  Peroneal  nerves 

32.  Posterior  auriculars 
Anaesthesia 

33.  Of  arms  and  legs 

34.  Of  face  and  ear  lobes 

35.  Of  trunk 

36.  No  anaesthesia  evident 
Affections  of  hairs  and  nails 

37.  Alopecia  of  eyebrows 

38.  Trophic  nail  lesions 

Vascular  changes  (passive  conges- 
tion and  edema) 

39.  Of  hands  and  feet 

40.  Of  legs  and  feet 

41.  Of  fingers  and  toes 

42.  Elephantiasis  of  legs 
Paralysis 

43.  Facial  paralysis 
Muscular  atrophy 

44.  Left  forearm 

45.  Hands 

Contractures  (following  muscular 
atrophy  and  paralysis) 

46.  Of  hands 


1 

Number 

of 

instances 

1 

N 

I 

L 

1 

M | 

Total 

1 

0 

1 

0 

7 

2 

2 

1 

1 

1 

0 

1 

0 

v:f 

1 

0 

Í 

0 

1 

1 

3 

1 

1 

1 

0 

1 

0 

3 

1 

2 

1 

0 

1 

3 

5 

1 

4 

1 

1 

1 

0 

5 

1 

0 

1 

0 

1 

1 

1 

1 

1 

1 

1 

1 

2 

4 

1 

3 

1 

1 

1 

13 

17 

1 

1 

• 1 

2 

1 

7 

10 

1 

1 

1 

0 

1 

0 

3 

1 

1 

3 

1 

0 

! 

3 

6 

1 

1 

0 

1 

1 

2 

i 

1 

14 

16 

1 

0 

1 

3 

1 

13 

16 

1 

0 

1 

0 

1 

2 

2 

1 

0 

1 

0 

1 

2 

2 

1 

0 

0 

1 

1 

3 

1 

0 

1 

1 

1 

1 

2 

Í 

1 

i 

0 

i 

1 

1 

0 

1 

1 

1 

3 

1 

1 

1 

13 

1 

1 

1 

4 

1 

1 

51 

68 

1 

2 

1 

0 

1 

24 

26 

1 

6 

1 

2 

! 

1 

30 

38 

1 

2 

1 

1 

1 

1 

1 

14 

17 

1 

1 

16 

7 

1 

1 

56 

79 

1 

3 

1 

0 

1 

6 

9 

I- 

0 

0 

1 

1 

3 

1 

1 

0 

1 

2 

1 

1 

0 

2 

1 

6 

1 

1 

0 

1 

42 

48 

1 

1 

1 

1 

1 

0 

1 

1 

8 

9 

1 

1 

1 

1 

1 

0 

1 

1 

1 

8 

9 

1 

1 

1 

0 

1 

2 

3 

1 

1 

0 

1 

1 

2 

1 

) 

1 

1 

1 

0 

1 

1 

1 

2 

1 

I 

9 

1 

1 

0 

1 

1 

5 

14 

1 

1 

1 

1 

0 

1 

0 

1 

1 

1 

1 

1 

0 

i 

1 

11 

12 

1 

1 

5 

i 

1 

0 

1 

1 

3 
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Number  of  instances 


1 N 

1 L 

| M 

| Total 

47. 

Of  hands  and  feet 

0 

1 

0 I 

1 

i 

1 

48. 

Of  fingers  only 

1 

1. 

0 1 | 

7 

l 

8 

Bone  absortion  (softening  and  necro- 

1 

1 

l 

sis  of  bone  and  cartilage) 

1 

i 

49. 

Mutilation  of  ear  lobes 

0 

1 

0 I 

3 

l 

3 

50. 

Mutilation  of  fingers 

1 

1 

0 

13 

l 

14 

51. 

Mutilation  of  feet  (amputation 

1 

l 

at  ankle 

1 

1 

0 

0 

I 

1 

52. 

Mutilation  of  hands  and  feet 

10 

1 

0 

2 

l 

12 

53. 

Mutilation  of  hands  and  feet 

1 

(amputation  at  wrist  and  ankles) 

1 

1 

0 

0 

1 

54. 

Arthropathies 

1 

1 

0 I 

1 

l 

2 

OTHER  ORGANS 

1 

l 

Eyes 

1 

I 

55. 

Conjuntivitis.  Irido-cyclitis 

0 

1 

0 

9 

I 

9 

56. 

Loss  of  sight  in  one  eye 

1 

1 

0 I 

0 

I 

1 

57. 

Loss  of  sight  in  one  eye 

1 

l 

Other  partially  blind 

0 

1 

1 

1 

I 

2 

58. 

Loss  of  sight  in  both  eyes 

1 

1 

1 

1 

l 

3 

59. 

Pannus  over  both  eyes  - some  vision 

0 

1 

0 

1 

l 

1 

Lymphatic  glands 

1 

l 

60. 

Palpable  epitrochlears 

1 

1 

0 I 

0 

l 

1 

61. 

Palpable  cervical  glands 

1 

1 

1 

1 

l 

3 

62. 

Palpable  femoral  glands 

1 

1 

1 1 

6 

l 

8 

Spleen 

1 

I 

63. 

Enlarged  spleen 

0 

1 

0 

3 

l 

3 

Summarizing  the  signs  and  symptoms  noted  we  have  that 
the  cases  classified  as  Neural  had  insignificant  skin  lesions,  did 
not  have  involvement  of  the  mucous  membranes,  but  had  prominent 
polyneuritic  lesions  attributable  to  inflammation  and  destruction 
of  the  peripheral  nerves;  that  the  few  cases  classified  as  Leproma- 
tous,  on  the  other  hand,  had  extensive  involvement  of  the  skin 
and  mucous  membranes,  with  evident  but  not  extreme  involvement 
of  the  peripheral  nerves;  while  in  the  Mixed  cases  both  types  of 
lesions  were  evident,  sometimes  one  and  sometimes  the  other  being 
the  more  prominent,  although  the  majority  of  the  cases  were  more 
akin  to  the  Lepromatous  type.  It  is  agreed  that  with  more  regard 
for  the  underlying  pathology  and  more  careful  evaluation  many 
of  the  Mixed  cases  could  have  been  properly  classified  as  Leproma- 
tous and  a few,  notably  those  showing  leprides,  would  have  fallen 
into  the  Neural  group  but,  from  a clinical  standpoint  it  seemed 
best  to  classify  them  as  we  have,  getting  the  following  picture  of 
the  disease  as  classifiable  into  the  three  types. 
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Frequency  and  extent  of  lesions  in 

Type  of  lesions 

clinical  types  of  cases 

| Leproma-  | 

| Neural  | tous  | Mixed 

Skin  lesions 

1 +- 

++  i 

+ 

Lesions  of  mucous  membranes 

1 — 

+ + i 

+ 

Enlargement  of  nerve  trunks 

1 ++ 

+ i 

+ 

Anesthesia 

1 ++ 

+ 

+ 

Affections  of  hairs  and  nails 

1 ++ 

+ 

Congestion  and  edema  of  extremities 

1 ++ 

— 

+ 

Facial  paralysis 

Muscular  atrophy,  contraction  and 

1 ++ 

1 

+ 

mutilation  of  extremities 

++ 

+ 

XIII.  Disposition  of  Cases.  The  disposition  of  the  197 

cases 

admitted  from  July  1,  1926  to  June  30,  1950,  as  of  June  30, 
was  the  following: 

Disposition  of  cases 

1950, 

i 

Cases 

Per  cent 

Dead 

118 

| 60% 

Absconded 

19 

10 

Parolled 

11 

6 

Discharged  as  arrested 

2 

1 

In  Hospital  June  30,  1950 

47 

23 

Total 

197 

100% 

Discharged  as  arrested.  The  two  cases  discharged  as  arrested 
were  discharged  in  the  year  1950,  based  on  the  newer  conception 
that  cases  which  had  been  bacteriologically  negative  for  twelve 
consecutive  months,  did  not  have  open  lesions,  were  clinically  in 
good  physical  condition  and  apparently  not  contagious,  need  not  be 
kept  in  segregation  and  could  be  allowed  to  live  at  home  subject, 
of  course,  to  periodic  health  examinations  by  the  local  health  officer. 
One  of  them  was  a mixed  case,  who  had  always  been  bacteriolo- 
gically negative  and  who  had  been  admitted  in  1935,  having  been 
in  the  institution  15  years.  The  other,  although  classified  as 
lepromatous  at  the  time  of  admission  in  July,  1947  had  improved 
to  such  extent  after  two  years  under  Promin  treatment,  that  she 
was  discharged  after  being  bacteriologically  negative  for  nine  conse- 
cutive months.  Both  cases  were  advised  to  continue  taking  Diasone 
tablets  for  some  time  and  to  return  to  the  institution  for  check 
ups  at  stated  intervals. 
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ted  description  of  the  disease  and  the  fact  that  patients  may  suffer 
from  leprosy  for  many  years  without  paying  much  attention  to  the 
early  signs,  which  is  due  to  the  slow  development  and  to  the  pro- 
longed incubation  period  which  has  been  estimated  as  extending 
from  a few  weeks  or  months  to  30  or  40  years,  although  in  the 
average  case  it  ranges  between  three  and  five  years.  Skin  patches, 
as  has  been  mentioned,  was  the  commonest  early  symptom  first 
noticed  by  these  patients,  often  combined  with  loss  of  sensation 
at  some  point  in  the  extremities  and  a sensation  of  fulness  in  the 
nose.  Since  such  patches  are  never  sufficiently  characteristic  to 
permit  a diagnosis  of  the  disease,  it  is  necessary  whenever  such 
skin  patches  are  complained  of  to  determine  whether  they  are 
anesthetic  or  not  and  to  look  for  the  three  main  points  in  diagnosis 
which  are  (1)  impairment  of  skin  sensation;  (2)  thickening  and 
tenderness  of  nerves;  (3)  finding  the  acid  fast  bacillus.  A diag- 
nosis of  leprosy  should  never  be  made  unless  at  least  one  of  these 
three  signs  is  present  (Rogers  and  Muir). 

XI.  Classification  of  Types  of  Cases.  Of  the  202  cases  ad- 
mitted to  the  Colony  from  July  1,  1926  to  June  30,  1950,  five  were 
discharged  as  not  having  leprosy  and  92  had  either  died  or  left  the 
Colony  before  July  1,  1942  when  the  writer  took  charge  of  these 
patients,  thus  leaving  105  patients  who  came  under  the  observation 
of  the  writer.  As  has  been  mentioned  there  were  no  records  kept 
at  this  institution  before  July  1,  1942  as  the  medical  care  given 
these  patients  up  to  that  time  was  most  rudimentary  and,  in  fact, 
the  institution  was  considered  more  in  the  nature  of  a place  of 
lodging  for  those  cases  which  had  to  be  segregated.  For  this  reason 
only  the  records  of  the  105  patients  which  were  at  the  institution 
on  July  1,  1942,  or  admitted  since  then,  are  of  value  for  clinical  and 
therapeutic  evaluation. 

Following  the  International  Classification  adopted  at  the  In- 
ternational Leprosy  Congress  held  in  Cairo,  Egypt,  in  March,  1938 
these  cases  were  classified  into  the  two  main  types,  the  leproma- 
tous  and  the  neural,  whenever  possible,  but,  the  largest  number 
were  classified  as  “mixed”,  in  which  both  the  main  types  are 
present.  This  classification  is  based  on  the  fact  that  although 
leprosy  affects  the  whole  organism,  the  skin  and  the  peripheral 
nerves  are  the  two  tissues  for  which  the  lepra  bacillus  seems  to 
have  the  greatest  affinity  or,  at  least,  they  are  the  tissues  which, 
with  the  mucous  membranes  of  the  nose  and  throat,  are  most 
prominently  affected.  This  Cairo  classification  is  not  entirely 
satisfactory  if  we  attempt  to  force  the  classification  of  cases  into 
lepromatous  and  neural  by  the  clinical  signs,  without  having  re- 
course to  the  histopathological  picture  of  the  lesions,  that  is,  with 
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the  formation  of  a granuloma  in  which  a peculiar  type  of  cell  of 
unknown  significance,  known  as  the  “lepra  cell”,  is  prominent  in 
the  lepromatous  cases ; and  with  a “tuberculoid  structure”,  in  which 
giant  cells  and  epithelioid  cells  are  prominent  in  the  tuberculoid 
or  neural  cases.  It  is  true  that  there  are  other  signs  and  symptoms 
which  differentiate  the  two  types.  In  the  lepromatous  type  the 
skin  lesions  are  more  prominent,  with  little  or  no  inflammation, 
diffuse  borders,  and  often  showing  characteristic  macules,  papules, 
tubercles,  and  diffuse  infiltration  of  the  skin;  bacilli  are  abundant, 
so  that  these  cases  are  usually  bacteriologically  positive ; they  show 
an  anergia,  a lack  of  immunity,  so  that  the  “lepromin  test”  or 
Mitsuda  reaction  is  usually  negative ; the  sedimentation  rate  is 
high ; and  the  prognosis  is  poor  because  of  poor  organic  defenses. 
In  the  neural  or  tuberculoid  type  the  skin  lesions  are  less  prominent, 
few  in  number,  they  have  definite  borders,  are  well  localized  and 
appear  as  erythematous  discs,  rings  and  plaques ; nerve  lesions  are 
more  prominent;  bacilli  are  few  so  that  these  cases  are  frequently 
bacteriologically  negative;  they  show  allergy,  good  immunity,  and 
the  Mitsuda  reaction  is  as  a rule  strongly  positive;  the  sedimenta- 
tion rate  is  normal  or  nearly  normal ; and  the  prognosis  is  favorable 
because  of  good  organic  defenses. 

Based  on  these  differences  there  has  arisen  what  is  known 
as  the  Latin-American  or  Pan-American  classification  which  does 
not  recognize  the  “mixed”  type  and  which,  clinically,  disregards 
the  neural  signs  and  symptoms,  considering  these  as  the  nervous 
concomittants  of  each  form,  and  proposes  to  reach  a classification 
based  on  the  skin  lesions  only.  If  the  skin  lesions  are  not  clear-cut 
and  characteristic  in  a given  case,  recourse  must  be  had  to  the 
other  signs  and  symptoms  before  a case  can  be  properly  classified. 
In  place  of  the  “mixed”  type  of  the  Cairo  classification,  a third 
type,  called  “non-characteristic”  is  suggested,  in  which  the  skin 
lesions  are  more  like  those  of  an  inflammatory  reaction,  with  ery- 
thematous, acromic  and  pigmented  macules;  there  are  minor  neural 
lesions;  the  immunologic  response,  bacteriology  and  sedimentation 
rate  are  indecisive,  being  either  positive  or  negative ; and  the  histo- 
pathological  picture  is  more  that  of  a simple  inflammation  with  a 
lymphocytic  infiltrate.  The  prognosis  is  variable  in  this  third 
type  and  difficult  to  establish.  If  the  immunologic  response  is 
good  they  may  progress  towards  the  tuberculoid  type  or  towards 
cure ; if  the  immunologic  response  is  poor  they  may  develop  towards 
the  lepromatous  form.  This  Latin-American  classification  is  thus 
based  on  the  immunologic  response  and  although  the  diagnosis  may 
be  made  in  tnost  cases  without  having  to  recur  to  the  laboratory, 
it  will  be  necessary  in  some  to  search  for  the  bacilli,  to  determine 
the  lepromin  test  or  even  take  a biopsy  for  histo-pathological  study 
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before  they  can  be  correctly  classified.  The  lepromin  test  originated 
by  Mitsuda  and  which  consists  in  the  intradermal  injection  of  an 
antigen  prepared  from  lepra  bacilli  is  only  of  value  in  distinguishing 
lepromatous  from  neural  cases.  It  is  of  no  value  in  the  diagnosis 
of  leprosy  as  it  will  cause  a reaction  in  many  persons  who  have 
not  been  exposed  to  the  disease. 

For  our  purpose  we  have  limited  our  classification  of  cases  to 
the  three  types  of  the  International  classification,  modifying  it 
to  the  point  that  whenever  a case  was  clearly  neural  (using  the 
sign  N)  because  the  nerve  lesions  were  paramount,  or  clearly  lepro- 
matous (using  the  sign  L)  because  of  the  characteristics  and  promi- 
nence of  the  skin  lesions  and  the  insignificance  of  the  nerve  le- 
sions, they  were  so  designed;  but  the  large  majority  of  cases  were 
classified  as  of  the  mixed  type  (using  the  sign  LN),  since  both 
neural  and^  cutaneous  lesions  were  prominent.  We  have  further 
sub-classified  the  cases  into  L or  N,  1,  2,  and  3,  to  show  the  degree 
of  advancement  giving  the  lepromatous  form  the  precedence  as 
established  by  the  International  classification. 

On  this  basis  the  105  cases  were  classified  at  the  first  exa- 
mination as  shown  below,  dividing  them  into  two  groups.  One  in- 
cludes the  55  cases  who  were  at  the  institution  on  July  1,  1942, 
considered  as  the  old  cases;  the  other  includes  the  50  cases  ad- 
mitted between  July  1,  1942  and  June  30,  1950,  considered  as  the 
new  cases. 


Classification  of  cases 


Old 

New 

¡ 

1 • 

Bacteriology 

Type 

Cases 

Cases 

Total 

Neg. 

Pos. 

Undeterm. 

N, 

N0 

2 

2 

1 - 
4 . 

1 

- ! 
2 

1 

Ns 

16 

4 

20 

13 

7 

— 

Lx 

— 

1 

1 

— 

1 

— 

L„ 

2 

4 

6 

. — 

5 

1 

ii 

4 

— 

4 

— 

4 

— 

L,  Ni 

3 

4 

7 

1 

6 

— 

Li  N„ 

1 

— 

1 

1 

- 

— 

Li  N¡ 

— 

2 

2 

— 

2 

— 

L.,  Nt 

13 

18 

31 

— 

31 

— 

LÓ  N., 

3 

12 

15 

, 

15 

— 

L,  fía 

— 

- 

- 

— 

— 

Ls  N, 

3 

1 

4 

— 

4 

— 

Ls  N., 

4 

1 

5 

■ — ' 

5 

— 

L,  N ‘ 

4 

4 

— 

4 

— 

Doubtful 

I 

1 

1 

1 

— i. 

— 

55  ; 50  105 


17  86 


2 


Total 
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Based  on  this  classification  we  have  24,  or  23%,  pure  Neural 
cases;  11,  or  10%,  pure  Lepromatous  cases;  and  69,  or  66%,  classi- 
fied as  Mixed.  As  could  be  expected,  18  of  the  24  Neural  cases 
were  found  in  the  old  group,  leaving  only  6 among  the  more  recent 
admissions.  Of  the  18  old  group  cases  7 are  now  dead;  only  one 
of  them  died  young,  at  age  27,  of  Hodgkin’s  disease;  one  died  at 
age  57,  with  positive  bacteriology,  from  pure  exhaustion,  being 
blind,  with  signs  of  early  senility  and  extensive  disability ; the  other 
five  died  of  senility,  all  being  beyond  69  years  of  age.  Of  the  11 
still  living  only  4 show  bacilli  at  rare  intervals;  the  other  7 could 
properly  be  considered  arrested  “burnt-out”  cases,  who  only  remain 
at  the  institution  because  of  their  physical  disabilities. 

Of  the  6 admitted  after  July  1,  1942  there  are  4 who  died, 
two  of  old  age  (ages  70  and  80)  ; one  of  pneumonia  at  age  47 ; and 
one  of  exhaustion,  having  been  at  the  institution  only  5 weeks, 
where  he  was  transferred  from  the  Insane  Asylum  in  a condition 
of  extreme  neglect.  The  other  two  are  also  arrested  “burnt-out” 
cases,  bacteriologically  negative,  who  only  remain  at  the  institution 
because  of  their  disabilities. 

As  could  also  be  expected  the  11  Lepromatous  cases  are  all, 
but  one.  bacteriologically  positive,  and  the  one  exception  is  due 
to  lack  of  information  in  the  record. 

Of  the  69  Mixed  cases,  only  2,  in  the  first  stages  of  the  di- 
sease, have  remained  bacteriologically  negative. 

It  is.  of  course,  obvious  that  this  classification  of  the  cases 
admitted  to  the  Leper  Colony  cannot  be  taken  as  a picture  of  the 
relative  frequency  of  the  various  types  in  the  total  leper  population 
of  the  island.  It  is  to  be  surmised  that  the  Neural  cases  are  more 
easily  hidden  and  less  obnoxious  in  their  homes  than  the  malignant 
Lepromatous  form,  which  is  not  only  more  easily  spotted  because 
it  conforms  more  to  the  generally  accepted  conception  of  leprosy 
but,  because  it  causes  greater  acute  suffering,  would  lead  such 
types  more  easily  to  the  Health  Units  in  search  of  medical  relief 
and  would  make  them  more  amenable  to  accept  segregation  because 
they  are  shunned  by  their  neighbors  and  relatives.  Where  the 
drive  for  segregation  of  lepers  is  carried  out  in  a lackadaisical  way, 
as  is  the  case  in  Puerto  Rico,  such  factors  would  lead  to  a greater 
preponderance  of  the  lepromatous  type  among  those  hospitalized 
than  would  be  the  case  otherwise. 

As  far  as  we  know,  the  careful  and  definite  classification  of 
types  in  other  parts  of  the  world  has  not  been  such,  up  to  now,  as 
to  permit  of  a worthwhile  comparison. 

XII.  Clinical  Description  of  the  Disease  as  evidenced  by  condition 
on  admission.  There  were  43  cases  brought  over  from  Cabras 
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Islet  on  June  29,  1926,  when  the  present  Colony  was  opened,  and 
104  cases  admitted  from  that  date  to  June  30,  1942,  or  a total  of 
147  cases,  of  which  55  cases  were  at  the  institution  on  July  1,  1942 
(8  of  those  brought  over  from  Cabras  Islet  and  47  of  those  admitted 
afterwards).  Since  there  were  no  medical  records  and  the  first 
complete  physical  examination  was  made  after  July  1,  1942,  we 
are  compiling  the  sings  and  symptoms  of  this  group  of  “old”  cases 
as  of  that  date,  altho  all  of  them  had  been  at  the  institution  for 
some  time,  one  of  them  as  long  as  33  years  and  some  only  a few 
months.  Those  of  the  50  cases  admitted  between  July  1,  1942  and 
June  30,  1950  are  as  found  when  each  case  was  admitted.  It  will 
be  obvious  that  we  are  not  attempting  to  enter  into  the  finer  details 
of  pathological  abnormality,  only  aiming  at  presenting  the  grosser 
signs  and  symptoms  evidencing  the  disease  in  an  endeavour  to  get 
a composite  picture  as  shown  by  this  group  of  cases  in  each  one  of 
the  three  types. 

One  case  is  classified  as  “doubtful”,  being  that  of  a young 
24  year  old  girl  admitted  on  June  17,  1948  and  dying  on  July  23, 
1948,  thus  being  at  the  institution  only  36  days.  She  was  suffer- 
ing from  advanced  chronic  pulmonary  tuberculosis  and  her  con- 
dition was  critical  on  admission.  Smears  taken  from  the  nasal 
mucous  membrane,  the  skin  and  tips  of  ear-lobes  for  bacteriolo- 
gical examination  were  negative.  Due  to  her  serious  condition 
the  detailed  examination  was  postponed  and  she  died  before  it 
could  be  carried  out.  Her  admission  was  based  on  a diagnosis  of 
leprosy  made  outside  but  we  were  unable  to  obtain  any  definite 
information  or  to  confirm  this  diagnosis. 

This  leaves  104  cases  whose  main  signs  and  symptoms  at  the 
first  examination,  classifying  them  into  Neural  (N  - 24  cases), 
Lepromatous  (L  - 11  cases),  and  Mixed  (M  - 69  cases)  types,  were 
as  follows: 


Clinical  signs  and  symptoms 


SKIN 

1.  Infiltration  of  skin,  gen  ralized 

2.  Infiltration-Face  and  ear-  lobes 

3.  Infiltration-Arms  and  legs 

4.  Marked  infiltrr.tion-Male  breast 

5.  Marked  infiltration-Scrotum 

6.  Macules 

7.  Papules 

8.  Nodules 

9.  Tubercles 


Number  of  instances 


N 


0 

1 

1 

0 


0 

0 


L M Total 

| | 

7 26  33 

4 36  47 

1 8 10 

1 5 | 7 

0 1 1 

4 20  25 

1 27  | 30 

1 9 10 

1 0 1 
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10.  Generalized  dermatitis 

11.  Leukoderma  of  trunk 

12.  Simple  macular  lepride 

13.  Minor  tuberculoid  lepride 

14.  Major  tuberculoid  lepride 

15.  Hypopigmented  areas 

16.  Glossy  skin  on  legs 

17.  Ichthyosis  of  extremities 

18.  Keratosis  of  extremities 

19.  Leg  ulcers 

20.  Finger  ulcer 

21.  Plantar  ulcers 
MUCOUS  MEMBRANES 

22.  Congested  nasal  mucosa 

23.  Destruction  of  nasal  cartilage 

24.  Infiltration  mucosa  of  mouth 

25.  Ulcer  of  hard  palate 

26.  Ulcer  Palate  Uvula  Post.  Pillar 

27.  Infiltration  of  Larynx 

28.  Congested  naso-pharynx 

NERVE  LESIONS  (Polyneuritic  le- 
sions other  than  those  shown  on 
skin)  Enlargement-tenderness  nerve 
trunks 

29.  Ulnar  nerves 

30.  Median  nerves 

31.  Peroneal  nerves 

32.  Posterior  auriculars 
Anaesthesia 

33.  Of  arms  and  legs 

34.  Of  face  and  ear  lobes 

35.  Of  trunk 

36.  No  anaesthesia  evident 
Affections  of  hairs  and  nails 

37.  Alopecia  of  eyebrows 

38.  Trophic  nail  lesions 

Vascular  changes  (passive  conges- 
tion and  edema) 

39.  Of  hands  and  feet 

40.  Of  legs  and  feet 

41.  Of  fingers  and  toes 

42.  Elephantiasis  of  legs 
Paralysis 

43.  Facial  paralysis 
Muscular  atrophy 

44.  Left  forearm 

45.  Hands 

Contractures  (following  muscular 
atrophy  and  paralysis) 

46.  Of  hands 


1 

Number 

of 

instances 

1 

N | 

L 

1, 

M |, 

Tj'otal 

1 

0 

0 

2 

1 • 

1 

0 

M 

0 

. A' . 

1 

0 

0 

1 

1 

■tul> 

1 

1 

0 

0 

1 

2 

0 

1 

3 

5 

1 

4 

1 

1 

0 

5 

1 

0 

0 

1 

1 

1 

1 

1 

1 

1 

2 

4 

1 ■ 

3 

1 

. 1 

13 

17 

L 

1 

2 

1 

4 

10 

1 
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0 
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0 

1 

1 

i 

3 

0 

3 

6 

1 

1 

0 

2 

Í 

1 

14 

16 

1 

0 

3 

4- 

13 

16 

1 

0 

0 

1 

2 

2 

1 

0 

0 

1 

2 

2 

1 

0 

0 

1 

1 

1 

r 

0 

1 

1 

1 

2 

i 

i . 

i 

0 

0 

1 

1 

..  1- 

1 

1 

i 

i 

13 

4 

1 

51 

68 

i • 

2 

0 

1 

24 

26 

i 

6 

2 

30 

38 

i 

2 

1 

1 

i 

14 

17 

i 

16 

7 

1 

56 

79 

i 
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0 

1 

6 

9 

i 

0 

0 

1 

1 

1 

i 

i 

0 

2 

1 

1 

0 

2 

i. 

6 

0 

1 

42 

48 

i 

i 

1 

0 

1 

1 

8 

9 

i 

i 

1 

0 

1 

8 

9 

i 

1 

0 

1 

2 

3 

i 

1 

0 

1 

1 

2 

i 

i 

1 

0 

1 

i 

1 

2 

i 

9 

0 

' ! 

1 

5 

14 

i 

i 

1 

0 

1 

0 

I 

i 

i 

1 

0 

i 

| 

11 

12 

i 

i 

5 

0 

1 

1 

3 
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Number  of  instances 


1 N 

1 L 

| M 

| Total 

47. 

Of  hands  and  feet 

0 

1 

0 I 

1 

l 

1 

48. 

Of  fingers  only 

1 

1 

0 I 

7 

I 

8 

49. 

Bone  absortion  (softening  and  necro- 
sis of  bone  a.nd  cartilage) 

Mutilation  of  ear  lobes 

0 

1 

1 

0 

3 

I 

I 

l 

3 

50. 

Mutilation  of  fingers 

1 

0 

13 

l 

14 

51. 

Mutilation  of  feet  (amputation 
at  ankle 

1 

,1 

1 

0 

0 

I 

f 

1 

52. 

Mutilation  of  hands  and  feet 

10 

0 

2 

12 

53. 

Mutilation  of  hands  and  feet 
(amputation  at  wrist  and  ankles) 

1 

1 

1 

0 

0 

I 

I 

1 

54. 

Arthropathies 

1 

1 

0 

1 

I 

2 

55. 

OTHER  ORGANS 

Eyes 

Conjuntivitis.  Irido-cyclitis 

0 

1 

1 

0 

9 

I 

I 

I 

9 

56. 

Loss  of  sight  in  one  eye 

1 

1 

0 

0 

l 

1 

57. 

Loss  of  sight  in  one  eye 

Other  partially  blind 

0 

1 

1 

1 1 

1 

I 

I 

2 

58. 

Loss  of  sight  in  both  eyes 

1 

1 

1 

1 

I 

3 

59. 

Pannus  over  both  eyes  - some  vision 

0 

1 

0 

1 

I 

1 

60. 

Lymphatic  glands 

Palpable  epitrochlears 

1 

1 

0 I 

0 

I 

I 

1 

61. 

Palpable  cervical  glands 

1 

1 

1 

l 

3 

62. 

Palpable  femoral  glands 

1 

1 

1 

6 

I 

8 

63. 

Spleen 

Enlarged  spleen 

0 

1 

0 

3 

l 

3 

Summarizing  the  signs  and  symptoms  noted  we  have  that 
the  cases  classified  as  Neural  had  insignificant  skin  lesions,  did 
not  have  involvement  of  the  mucous  membranes,  but  had  prominent 
polyneuritic  lesions  attributable  to  inflammation  and  destruction 
of  the  peripheral  nerves;  that  the  few  cases  classified  as  Leproma- 
tous,  on  the  other  hand,  had  extensive  involvement  of  the  skin 
and  mucous  membranes,  with  evident  but  not  extreme  involvement 
of  the  peripheral  nerves;  while  in  the  Mixed  cases  both  types  of 
lesions  were  evident,  sometimes  one  and  sometimes  the  other  being 
the  more  prominent,  although  the  majority  of  the  cases  were  more 
akin  to  the  Lepromatous  type.  It  is  agreed  that  with  more  regard 
for  the  underlying  pathology  and  more  careful  evaluation  many 
of  the  Mixed  cases  could  have  been  properly  classified  as  Leproma- 
tous and  a few,  notably  those  showing  leprides,  would  have  fallen 
into  the  Neural  group  but,  from  a clinical  standpoint  it  seemed 
best  to  classify  them  as  we  have,  getting  the  following  picture  of 
the  disease  as  classifiable  into  the  three  types. 
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Frequency  and  extent  of  lesions  in 

Type  of  lesions 

clinical  types  of  cases 

| Leproma-  | 

Neural  | tous  j Mixed 

Skin  lesions 

1 +-  1 

+ + 1 

+ 

Lesions  of  mucous  membranes 

— j 

+ + i 

+ 

Enlargement  of  nerve  trunks 

1 ++  1 

+ | 

+ 

Anesthesia 

1 ++  I 

+ 

+ 

Affections  of  hairs  and  nails 

1 ++  1 

+ 

Congestion  and  edema  of  extremities 

1 ++  1 

— 

+ 

Facial  paralysis 

1 ++  1 

— 

+ 

Muscular  atrophy,  contraction  and 
mutilation  of  extremities 

1 ' 1 

1 ++  1 

1 

+ 

XIII.  Disposition  of  Cases.  The  disposition  of  the  197 

cases 

admitted  from  July  1,  1926  to  June  30, 

1950,  as  of  June  30, 

1950, 

was  the  following: 

Disposition  of  cases 

Cases 

Per  cent 

Dead 

118 

60% 

Absconded 

19 

10 

Parolled 

11 

6 

Discharged  as  arrested 

2 

1 

In  Hospital  June  30,  1950 

47 

23 

Total 

197 

100% 

Discharged  as  arrested.  The  two  cases  discharged  as  arrested 
were  discharged  in  the  year  1950,  based  on  the  newer  conception 
that  cases  which  had  been  bacteriologically  negative  for  twelve 
consecutive  months,  did  not  have  open  lesions,  were  clinically  in 
good  physical  condition  and  apparently  not  contagious,  need  not  be 
kept  in  segregation  and  could  be  allowed  to  live  at  home  subject, 
of  course,  to  periodic  health  examinations  by  the  local  health  officer. 
One  of  them  was  a mixed  case,  who  had  always  been  bacteriolo- 
gically negative  and  who  had  been  admitted  in  1935,  having  been 
in  the  institution  15  years.  The  other,  although  classified  as 
lepromatous  at  the  time  of  admission  in  July,  1947  had  improved 
to  such  extent  after  two  years  under  Promin  treatment,  that  she 
was  discharged  after  being  bacteriologically  negative  for  nine  conse- 
cutive months.  Both  cases  were  advised  to  continue  taking  Diasone 
tablets  for  some  time  and  to  return  to  the  institution  for  check 
ups  at  stated  intervals. 
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ted  having  used  diphtheria  toxoid  in  the  treatment  of  leprosy.  The 
treatment  was  based  on  Oberdoerffer’s  theory  that  “adrenal  in- 
sufficiency predisposed  an  individual  to  leprosy”,  which  “insuf- 
ficiency may  be  caused  by  the  sapotoxins  in  certain  food  plants, 
as  well  as  by  other  causes  of  glandular  hypofunction.”  They 
thought  that  “there  might  be  something  more  than  an  analogy 
between  the  well  proven  attempts  of  the  body  to  form  antibodies 
against  a toxin  such  as  that  of  diphtheria,  which  essentially  dam- 
ages the  adrenals  and  the  lack  of  such  an  attempt  in  leprosy.”  He 
concludes  that  “Treatment  of  over  600  leprosy  patients  with  diph- 
theria toxoid  or  antitoxin,  over  periods  varying  from  a few  weeks 
to  ten  months,  has  given  results  which  far  exceed  any  obtained 
by  me  with  any  other  methods.” 

Dr.  Collier  came  to  Puerto  Rico  in  1943  and  he  was  given  a 
free  hand  in  the  treatment  of  the  patients  at  the  Colony  with 
diphtheria  toxoid.  All  of  the  patients  were  most  cooperative,  being 
quite  enthusiastic  and  hopeful.  Both  diphtheria  toxoid,  fluid,  Le- 
derle,  and  refined  diphtheria  toxoid,  alum-precipitated,  Lederle, 
were  used  in  the  trials.  The  usual  procedure  was  to  give  1 cc.  hypo- 
dermically as  an  initial  dose,  repeating  the  injections  every  two 
w’eeks,  increasing  by  0.5  cc.  each  time  until  a maximum  of  3 cc. 
was  reached.  Some  variations  in  this  usual  procedure  were  made 
in  some  cases. 

We  do  not  know  what  conclusions  were  reached  by  Dr.  Collier 
as  we  never  saw  a report  on  his  work  here,  but,  it  was  soon  evident 
to  us  that  this  treatment  was  of  no  particular  benefit  to  our  pa- 
tients and  we  even  suspect  that  a few  of  them  may  have  been 
harmed  by  it.  The  logic  of  this  treatment  was  further  weakened 
for  us  by  the  work  of  Dr.  James  A.  Doull  and  Eunice  E.  Bryan, 
as  reported  in  the  International  Journal  of  Leprosy  in  December, 
1942,  on  “Natural  antitoxin  in  blood  of  Leprosy  patients  in  Puerto 
Rico”,21  carried  out  with  samples  from  patients  of  the  Colony,  where 
they  concluded  that  “leprosy  patients  in  Puerto  Rico  have,  as  a rule, 
substantial  quantities  of  diphtheria  antitoxin  in  their  blood.”  It 
is  our  understanding,  from  reports  made  in  other  parts,  that  there 
is  general  agreement  as  to  the  lack  of  value  of  this  procedure. 

Sulfones.  The  sulfone  drugs,  namely  glucosulfone  (promin) 
sodium;  sulxofone  (diasone)  sodium;  sulphetrone  (4,4’-bis  gamma- 
phenyl-N-propylamino  diphenyl  sulfone  tetrasodium  sulfonate)  ; 
prcmacetin  (sodium  4,4’-diaminodiphenyl  sulfone-2acetyl  sulfo- 
namide) ; and  promizole  4,2’-diaminophenyl-5’-thiazolysulfone) 
began  to  be  used  after  1941,  when  promin  was  first  tried 
at  the  National  Leprosarium,  at  Carville,  Louisiana.  In  No- 
vember, 1943  Dr.  G.  H.  Faget,  of  the  U.  S.  Public  Health  Service 
reported  on  its  use  after  two  years  trial,  recommending  it  favorably 
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as  appearing  “capable  of  inhibiting  the  progress  of  leprosy  in  a 
considerable  percentage  of  cases”  but  making  the  reservation  that 
“Further  experimental  and  clinical  studies  ...  must  be  conducted 
before  more  definite  conclusions  can  be  drawn  as  to  its  therapeutic 
value.”22  Since  we  did  not  have  the  necessary  facilities  for  the 
proper  laboratory  evaluation  of  the  effects  of  the  new  drug  we 
adopted  an  attitude  of  watchful  waiting  before  trying  it  and  it 
was  not  until  August,  1946  that  we  began  to  use  promin,  after 
it  had  been  shown  by  the  trials  made  at  Carville  that  they  could 
be  expected  to  exert  a favorable  influence  on  the  disease,  even  if 
only  after  prolonged  use,  and  that  if  used  judiciously  they  would 
not  be  harmful.  Another  compelling  reason  was  that  the  drug  did 
not  become  freely  available  until  that  year. 

It  is  rather  difficult  to  properly  evaluate  the  effects  of  these 
drugs  on  patients  affected  by  leprosy,  since  we  do  not  have  a yard- 
stick which  would  give  us  exact  measures  of  success  or  failure 
and  since  they  are  not,  by  far,  specifics  against  the  disease.  There 
are  three  aspects  of  which  we  may  make  use  to  reach  some  sort 
of  concept  as  to  their  effectiveness,  once  it  is  clearly  understood 
that  they  do  not  cure,  in  the  sense  of  promptly  and  effectively 
ridding  the  body  of  the  offending  organism  and  returning  the 
functioning  of  the  body  tissues  to  a normal  pattern.  These  three 
aspects  or  evidence  of  disease  are  (1)  the  presence  or  absence 
of  the  bacillus  on  bacteriological  examination;  (2)  clinical  evidence 
of  abnormality  of  the  tissues;  and  (3)  general  physical  well-being. 
All  three  are  rather  precarious  evidence  since  individual  cases  of 
leprosy  may  be  bacteriologically  positive  with  little  clinical  evi- 
dence of  disease  or  bacteriologically  negative  with  marked  and  ex- 
tensive lesions;  since  some  may  show  progressive  improvement 
in  tissue  abnormality  by  virtue  of  the  immune  mechanism  of  the 
body  alone ; and  considerable  improvement  in  their  general  well- 
being if  they  are  properly  protected  against  intercurrent  infections 
and  complications  and  placed  in  a favorable  environment. 

Having  made  this  admonition  it  must  be  added  that  it  is  also 
impossible  for  us  to  correlate  amount  of  drug  and  period  of  time 
used  with  the  degree  of  improvement  or  non-improvement  because 
it  was  not  always  possible  to  make  use  of  the  same  dosage  or  to 
give  the  drugs  following  a set  schedule  since  each  case  required 
individual  treatment;  it  was  often  necessary  to  switch  from  the 
intravenous  use  of  promin  to  the  oral  administration  of  diasone  or 
diamidin;  frequently  the  patients  would  follow  treatment  irre- 
gularly; so  that  each  case  would  receive  different  daily  doses,  at 
varying  intervals  and  with  varying  total  dosage.  Our  experience 
has  been  limited  to  the  use  of  promin,  diasone,  diamidin  (brand  of 
diasone),  and  during  the  last  few  months  to  the  use  of  promizole. 
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But,  this  last  mentioned  drug  has  only  been  used  in  very  few  cases 
and  for  a very  short  period  of  time. 

The  usual  method  followed  was  to  start  promin  intravenously 
with  one  or  two  grams  daily  during  the  first  week  and,  if  well  to- 
lerated, to  increase  to  5 Grams  daily,  6 days  a week,  Sundays  ex- 
cepted. After  four  months  a rest  period  of  two  weeks  followed, 
and  then  the  cycle  was  begun  again.  When  diamidin  (brand  of  dia- 
sone)  or  diasone  were  used,  one  0.30  Gms.  tablet  was  given  daily 
by  mouth  during  the  first  week ; it  was  then  increased  to  0.60  Gms. 
daily  during  the  second  week;  and  to  0.90  Gms.  daily  during  the 
third  week.  This  0.90  Gms.  daily  dose  was  then  continued  for  6 
weeks,  when  a 2 weeks  rest  period  followed.  Then,  0.90  Gms.  were 
given  daily  for  8 weeks,  with  a two  weeks  rest  period  following, 
and  then  continuing  thus.  However,  some  cases,  not  feeling  any 
untoward  effects  of  the  drug,  continued  its  daily  use  without  inter- 
ruption for  longer  periods  of  time,  while  others  discontinued  its 
use  with  greater  frequency  because  it  affected  them  adversely. 

In  a few  cases  with  acute  lesions  of  the  mucous  membranes, 
inflammatory  skin  reactions,  or  in  cases  who  did  not  seem  to 
be  responding  to  the  sulfones  drugs  being  used,  dihydrostrepto- 
mycin in  0.50  Gms.  daily  dose  was  given  concurrently  for  short 
periods.  Blood  transfusions  were  used  in  a few  cases  who  showed  ab- 
normally low  red  bloodcell  counts  and  hemoglobin.  In  most  cases, 
liver  extract,  iron,  and  vitamins  were  given  either  concurrently  or 
during  the  rest  periods. 

Of  53  patients  remaining  at  the  Colony  in  August,  1946  and 
18  admitted  since,  or  a total  of  71  patients,  there  were  20  who 
were  never  treated  with  the  sulfones  and  51  who  received  such 
treatment  at  one  time  or  another. 

Of  the  20  untreated  cases  12  were  far  advanced  Neural  cases 
consistently  negative  for  many  years  and  apparently  arrested  altho 
disabled  by  the  disease;  5 were  seriously  ill  cases,  3 of  which  died 
eventually  of  pure  leprous  exhaustion  and  2 of  chronic  pulmonary 
tuberculosis;  2 absconded  and  1 died  of  accidental  poisoning  shortly 
after  the  use  of  these  drugs  was  begun  . 

Of  the  51  treated  cases,  3 have  had  treatment  for  4 years, 
29  for  3 years ; 4 for  2 years ; 6 for  1 year ; and  9 were  only  so 
treated  for  a few  months. 

Clinical  improvement  was  measured  by  disappearance  or  at- 
tenuation of  such  skin  evidences  of  the  disease  as  macules,  papules, 
nodules,  erythema,  epidermal  edema,  diffuse  infiltration,  and  ul- 
cerations ; disappearance  of  lesions  of  the  mucous  membrane  of  the 
nose,  naso-pharynx  and  larynx;  and  return  of  skin  sensation  in 
spots.  It  can  never  be  expected,  of  course,  that  lesions  which  are 
the  result  of  nerve  destruction  or  of  extensive  tissue  damage  could 
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be  corrected  or  improved.  Improvement  in  the  general  physical 
well-being  of  the  patient  becomes  clearly  evident  to  the  clinician 
who  observes  a case  periodically  and  more  so  to  the  patient  him- 
self. 

On  this  basis  we  have  attempted  to  grade  the  degree  of  im- 
provement into  “marked”,  when  there  was  a remarkable  disap- 
pearance of  lesions;  “some  improvement”  when  lesions  showed  a 
definite  trend  towards  disappearance ; “little”  when  minor  changes 
were  noticed  in  a favorable  direction;  and  “none”  when  the  lesions 
did  not  seem  to  be  favorably  influenced  and  tended  to  remain  static 
or  to  grow  worse.  The  general  physical  well-being,  graded  into  Good, 
Fair  and  Bad,  represents  the  patient’s  condition  on  June  30,  1950. 
It  must  be  added  that  in  some  cases  where  little  or  no  improvement 
is  shown  the  cause  could  be  ascribed  to  irregularity  in  treatment, 
while  some  cases  showed  good  improvement  in  spite  of  such  irre- 
gularity. 


Clinical  improvement  observed 


Duration 

of 

Treatment 

1 ! 

[Number 

l of 

| Cases 

Degree  of  clinical  improvement.  | 
Number  of  cases 

Condition  on  June 

30,  1950.  Cases 

Marked 

1 

| Some 

Little 

1 

None  | 

Good 

Fair 

j Bad 

4 years 

1 3 

| 1 

2 1 

1 

1 

| 1 

3 years 

| 29 

4 

1 8 

11 

6 

19 

8 

1 2 

2 years 

1 4 

| 1 

2 1 

1 1 

1 

2 

| Died  1 

1 year 

1 6 

1 

6 | 

1 

6 

Total 

42  I 

4 

1 10 

19 

9 1 

27 

ii 

1 4 

There  were  9 cases  treated  less  than  one  year.  Three  of  these 
could  not  tolerate  the  drug  and  had  to  discontinue  it,  of  which  2 
are  now  dead  and  1 is  an  advanced  Neural  case;  one  was  parolled; 
one  absconded  and  has  not  been  heard  from  since;  two  absconded 
in  very  good  condition  after  several  months  treatment  and  have 
recently  returned  in  very  bad  shape;  one  is  a Neural  case  who  had 
been  consistently  negative  since  admission  in  May,  1947  but  being 
reported  positive  by  the  laboratory  in  January,  1950  was  put  on 
promin  at  that  time. 

There  is  one  case  left  to  be  accounted  for.  This  is  an  advanced 
Neural  case,  admitted  in  1932,  badly  disabled  and  almost  blind,  con- 
sistently negative  bacteriologically.  Because  he  seemed  to  be  dete- 
riorating he  was  given  three  Diamidin  tablets  daily  (0.90  Gms.) 
beginning  in  April,  1948  and  a remarkable  improvement  has  taken 
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place  in  his  general  condition,  which  has  continued  to  date,  altho, 
of  course,  his  deformities  and  disabilities  remain  unchanged. 

Bacteriology.  Before  the  advent  of  the  sulfone  drugs  it  was 
the  practice  at  the  Colony  to  take  smears  for  bacteriological  exami- 
nation at  infrequent  intervals.  Sometime  after  the  sulfones  began 
to  be  in  use  the  practice  was  established  of  taking  monthly  smears, 
three  smears  being  taken  each  time,  one  from  the  nasal  mucosa, 
one  from  the  tip  of  the  ear-lobe  and  one  from  the  most  promising 
area  on  the  rest  of  the  skin.  The  objective  was  to  be  able  to  con- 
sider for  discharge  as  arrested  cases  those  who  remained  consist- 
ently negative  for  twelve  consecutive  months,  if  the  clinical  im- 
provement and  the  general  physical  condition  of  the  patient  war- 
ranted it.  Up  to  June  30,  1950  only  two  cases  have  met  these  con- 
ditions and  have  been  discharged.  It  is  to  be  hoped  that  they  may 
be  periodically  examined  in  the  future. 

The  bacteriological  reports  show  the  following  picture: 

Bacteriological  Reports 


Duration 

of 

Treatment 

Numbr 

of 

Cases 

Last 

positive  report 

Always 

Negative 

1946  | 

1 

1947 

1 

| 1948 

i i 

| 1949  | 

1950 

4 years 

3 | 

2 1 

1 

1 1 1 

3 years 

29 

1 | 

8 

1 4 

9 

6 

1 

2 years 

4 

1 

1 

3 ! 

1 

1 year 

6 

1 

1 

1 2 | 

4 

Total 

42  | 

3 ¡ 

8 

1 4 

15 

11 

1 

Report  of  case.  In  order  that  a clearer  picture  of  the  treat- 
ment procedure  may  be  formed,  one  case  who  followed  the  treat- 
ment outlined  with  uncommon  regularity  is  now  described.  This 
casa  is  not  included  in  those  above  cited,  having  elected  to  remain 
in  her  home  under  the  rules  prescribed  by  the  regulations. 

Personal  History.  J.M.  Female.  32  years  of  age.  White.  Mar- 
ried. Occupation:  Housewife.  First  seen  on  December  20,  1944. 

Chief  Complaint:  Leprosy.  Type  LiL^. 

Family  History:  Essentially  negative.  Detailed  account  of 
grand-parents,  parents,  uncles  and  aunts,  brothers  and  sisters,  and 
their  issues  fail  to  reveal  any  significant  data. 

Marital  History:  Married  at  age  24.  Upper  middle  class.  Has 
had  two  children,  now  7 and  3 years  old.  Children  and  husband 
in  apparent  good  health. 

Epidemiology:  As  fas  as  patient  knowTs  there  is  no  relative 
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who  has  had  leprosy.  Does  not  recall  ever  having  known  or  seen 
any  one  suffering  from  this  disease. 

Past  History:  Born  in  Vega  Baja  on  November  30,  1912. 
Lived  there  until  age  7.  Moved  to  Caguas  where  she  lived,  going 
to  school,  until  age  24.  Married  at  24  and  moved  to  Fajardo.  Had 
chicken  pox,  measless  and  mumps  in  childhood.  Had  never  been 
ill  since  then. 

Present  illness:  In  July,  1943  noticed  the  appearance  of 
some  papules  on  the  skin  of  the  left  lower  leg.  New  papules  kept 
appearing  and  disappearing  in  arms,  legs  and  back.  Consulted  sev- 
eral physicians,  none  of  whom  seemed  to  realize  the  nature  of  the 
disease.  Three  months  ago  saw  a laryngologist  for  a sensation  of 
fulness  in  the  nose  and  was  given  some  nose  drops.  Finally,  some 
weeks  ago  consulted  a physician  who  took  a biopsy  from  one  of 
the  nodules  in  the  left  thigh  which  revealed  leprosy.  She  was  re- 
ferred to  the  Health  Department  where  a nasal  smear  was  positive 
for  bacilli. 

Physical  Examination:  December  20,  1944.  Young,  adult  fe- 
male, well  nourished,  well  developed,  in  apparently  good  physical 
condition  but  presenting  the  following  lesions: 

Skin:  Infiltration  of  the  skin  of  the  forehead,  ear-lobes  and 
nose,  in  minor  degree.  Multiple  macules  and  nodules  on  the  fore- 
arms, thighs,  lower  legs,  feet  and  back. 

Neural:  Anaesthesia  to  light  touch  in  both  hands  from  the 
external  borders  of  the  little  fingers  to  the  wrist;  over  the  knees 
and  in  the  lower  legs.  Enlarged  ulnar  and  median  nerves. 

Treatment  and  Progress  of  Disease: 

December  20,  1944.  Starts  on  Chaulmoogra  oil.  Beginning 
with  1 cc.  intramuscularly  the  first  week,  increases  to  12  cc.  intra- 
venously per  v/eek,  taking  three  4 cc.  injections.  Then  adds  three 
20  minims  capsules  per  day  until  a total  of  43  cc.  weekly  is  reached, 
two  intravenous  injections  of  4 cc.  each  and  four  25  minims  cap- 
sules per  day. 

December  7,  1945.  One  year  later.  Patient  looks  and  feels 
well.  Nodules  continue  to  appear  and  disappear.  Continues  Chaul- 
moogra oil.  May  1946.  Sensation  of  fulness  in  nose  has  disappeared. 
September  1946.  Chaulmoogra  oil  discontinued  and  begins  to  use 
promin,  2 Gms.  daily  except  Sundays.  Increases  dose  and  by  Novem- 
ber is  taking  5 Gms.  daily,  intravenously. 

December  1946.  Two  years  later.  Good  condition.  Nodules  per- 
sist. Continues  promin. 

March  1947.  General  condition  good.  R.b.c.  3,800,000.  Hgb. 
68  °/c,  Promin  discontinued  for  two  weeks. 
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April  7,  1947.  Renews  promin.  Urine  shows  albumin  and  casts. 

December  1947.  Three  years  later.  Good  condition.  Nodules 
persist.  Continues  promin. 

April  1948.  Good  condition.  Streptomycin  0.50  Gms.  twice  a 
day  for  30  days  concurrently  with  promin. 

June  1948.  Biopsy  from  nodule  on  thigh  reported  as  “Nega- 
tive for  leprosy.  Chronic  dermatitis.” 

November  30,  1948.  Four  years  later.  Promin  is  discontinued 
and  begins  to  take  Diasone  0.60  Gms.  three  times  a day. 

November  1949.  Five  years  later.  Good  general  condition.  Has 
been  taking  Diasone  for  a whole  year,  without  rest.  Nasal  smear 
is  negative. 

August  22,  1950.  Has  taken  Diasone  steadily  for  1 year  and 
9 months.  Looks  very  well.  Has  gained  much  weight.  Skin  is  clear 
except  for  lower  third  of  right  thigh  and  lower  forearms  where 
suspicion  of  nodules  are  seen.  Area  of  anesthesia  to  light  touch 
over  external  border  of  left  little  finger  and  dorsal  surface  of  right 
foot.  Continues  bacteriologically  negative. 

Recapitulation: 

December  1944  to  September  1946  - 21  months  - Chaulmoogra 
oil. 

September  1946  to  November  1948  - 26  months  - Promin. 

November  1948  to  August  1950  - 21  months  - Diasone. 

Diasone  is  now  discontinued  and  Promizole  prescribed. 

Comments  on  treatment.  From  what  has  been  said  it  seems 
evident  that  until  the  advent  of  the  sulfones  there  was  no  reliable 
treatment  for  leprosy  outside  of  caring  for  intercurrent  diseases 
and  treating  the  amenable  complications  with  the  accepted  pro- 
cedures. The  sulfone  drugs  undoubtedly  exert  a beneficial  effect  on 
the  progress  of  the  disease,  how  or  why  not  having  been  deter- 
mined, but  they  are  not  specific  measures  for  its  definitive  cure. 
The  patients  improve  in  their  general  condition  and  the  more  evi- 
dent cutaneous  lesions  and  minor  nerve  lesions  seem  to  undergo  a 
recession  after  prolonged  use  of  the  drugs. 

Lepra  reactions,  those  acute  exacerbations  which  occur  during 
the  usual  chronic  course  of  leprosy,  characterized  by  the  sudden 
appearance  of  fever,  chills,  general  algias  and  an  acute  inflamma- 
tory intensification  of  the  existing  clinical  lesions,  were  also  much 
more  common  among  the  patients  before  treatment  with  the  sul- 
fones. In  fact,  if  we  exclude  7 cases  of  the  42  treated,  5 who  for 
some  reason  have  not  tolerated  or  responded  favorably  to  the 
drugs,  which  are  included  among  those  showing  no  improvement 
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and  remaining  in  only  fair  or  bad  general  physical  condition,  and 
2 showing  little  improvement  and  remaining  in  only  fair  general 
physical  condition,  the  remainder  have  not  had  these  acute  lepra 
reactions  during  the  last  year  and  many  of  them  have  been  free 
of  it  for  longer  periods. 

In  the  group  of  42  cases  treated  there  were  three  who  have 
used  promin  off  and  on  for  a period  of  four  years  and  none  of 
them  have  had  what  is  called  remarkable  improvement,  one  of 
them  has  had  some  improvement  only  but  is,  after  four  years,  in 
good  general  physical  condition ; two  have  not  shown  any  improve- 
ment in  their  leprous  lesions,  of  whom  one  maintains  fair  general 
physical  condition  and  one  continues  in  poor  general  physical  con- 
dition. Why  this  is  so  is  not  known.  Evidently  this  one  case  is 
unable  to  develop  the  necessary  immunity  and  the  drug  affects 
him  adversely. 

On  the  other  hand,  of  29  cases  who  have  been  using  the  drugs 
for  three  years  there  are  four  who  have  shown  remarkable  improve- 
ment and  8 some  improvement  or  41%  for  the  group;  leaving  17 
or  60%  with  little  or  no  improvement  in  their  leprotic  lesions. 

If  we  take  the  whole  group  treated  from  1 to  4 years,  or  42 
cases,  we  find  that  4 or  9.5%  have  shown  remarkable  improvement; 
10  or  24%  some  improvement;  19  or  45%  a little  improvement; 
and  9 or  21%  no  improvement.  The  one  case  whose  history  is  re- 
ported could  be  added  to  those  showing  remarkable  improvement. 

However,  this  is  not  the  whole  story.  The  fact  is  that  even 
although  it  can  not  be  said  that  any  of  these  patients  has  been 
cured  and  although  many  have  not  shown  what  could  be  consider- 
ed satisfactory  improvement  in  their  leprous  lesions,  most  of  them 
with  the  exception  of  four  cases,  3 still  in  poor  health  and  1 dead, 
have  shown  remarkable  improvement  in  their  general  health, 
specially  in  so  far  as  this  was  affected  by  lesions  of  the  mucous 
membranes  of  the  mouth  and  upper  respiratory  tract  and  by  se- 
condarily infected  erosions  and  ulcers  of  the  skin.  With  the  ex- 
ception of  four  cases  with  trophic  ulcers  which  have  not  healed,  all 
open  skin  lesions  have  disappeared. 

It  would  seem  as  if  the  sulfones  do  three  things:  (1)  to  con- 
trol the  secondary  skin  infections,  thus  allowing  the  ulcerations  to 
heal;  (2)  to  provide  some  factor  which  is  depleted  in  the  system 
by  the  presence  of  the  lepra  bacillus,  probably  in  some  way  con- 
nected with  the  Sulphur  radical  (diamino-diphenyl  sulfone),  thus 
giving  the  tissues  affected  an  opportunity  for  repair  or  preventing 
their  further  injury;  and  (3)  to  cause  a reduction  in  the  rate  of 
increase  of  the  bacillus  through  the  creation  of  an  unfavorable  en- 
vironment, for  which  reason  they  become  scarce  and  difficult  to 
find,  even  although  they  may  reappear  when  least  expected.  As 
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shown  by  the  table  of  bacteriological  reports,  of  41  cases  remain- 
ing after  deducting  the  one  case  which  has  always  been  bacterio- 
logically  negative,  only  11  or  26%  were  reported  positive  during 
the  first  half  of  1950. 

It  must  be  concluded,  therefore,  that  the  sulfones,  as  at  pre- 
sent used,  do  exert  a beneficial  effect  on  the  disease  in  many  cases 
but  not  in  all,  and  that  their  use  is  more  than  warranted.  And, 
further,  that  they  make  it  possible  to  be  optimistic  and  to  hope 
that,  following  their  trail,  the  desired  specific  may  soon  be  found. 

Conclusion.  We  have  endeavored  to  present  a picture  of  le- 
prosy as  it  occurs  in  Puerto  Rico,  based  on  a study  of  195  cases 
which  have  been  admitted  to  the  leper  colony  in  the  last  twenty 
four  years.  The  picture  obtained  seems  to  conform  to  the  pattern 
of  the  disease  as  reported  from  other  places.  It  is  fully  realized  that 
the  series  of  cases  is  too  small  and  too  restricted  to  permit  de- 
finitive conclusions,  so  that  all  we  can  hope  for  is  that  the  picture 
as  so  drawn  may  serve  as  a stimulus  for  a more  complete  study 
and,  perhaps,  more  effective  action  to  vanish  this  minor  endemic 
from  our  midst,  thus  placing  our  island  among  the  more  enlight- 
ened countries  which  are  to-day  free  of  the  disease. 


GO 
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APPENDIX 

CASES  ADMITTED  TO  LEPER  COLONY  FROM  JULY  1,  1926  TO  JUNE  30, 
1950.  BY  PLACE  OF  BIRTH  WITH  RATE  PER  THOUSAND  POPULATION. 


(Population 

estimated  as  of 

July  1,  1948) 

1 

Number  of 

Rate  per 

Municipality 

!. 

Population 

Patients 

mile 

Naguabo 

1 

17,352 

30  | 

1.76 

Patillas 

1 

20,358 

10 

.50 

Vega  Baja 

1 

23,358 

9 

.39 

Fajardo 

1 

24,324 

9 

.38 

Trujillo  Alto 

1 

13,747 

5 1 

.36 

Vega  Alta 

1 

15,978 

4 

.25 

Aguadilla 

i 

42,004 

7 

.17 

Ceiba 

i 

5,523 

1 

.17 

Ponce 

i 

119,097 

19 

.16 

Juncos 

1 

19,503 

3 

.15 

Arroyo 

1 

13,609 

2 

.14 

Toa  Alta 

1 

14,075 

2 

.14 

San  Juan 

1 

230,235 

.29  I 

.13 

Añasco 

i 

16,030 

2 

.13 

Las  Piedras 

1 

16,076 

2 1 

.13 

Cabo  Rojo 

■ i 

33,398 

4 

.12 

Rio  Grande 

1 

16,800 

2 

.12 

Guayama 

1 

36,123 

4 

.11 

Mayagiiez 

1 

89,494 

9 

.10 

Yauco 

1 

31,329 

3 

.10 

Comerlo 

1 

20,696 

2 

.10 

Humacao 

1 

32,220 

3 

.09 

Manatí 

1 

32,587 

3 

.09 

Vieques 

1 

10,981 

1 

.09 

Cataño 

1 

12,392 

1 

.08 

Maunabo 

1 

11,548 

1 

.08 

Isabela 

1 

26,670 

2 

.07 

Carolina 

1 

29,200 

2 

.07 

San  Germán 

1 

28,757 

2 

.07 

Guánica 

1 

14,739 

1 

.07 

Naranjito 

1 

15,300 

1 

.07 

Jayuya 

1 

15,838 

1 

.06 

Río  Piedras 

1 

99,026 

6 

.06 

Lajas 

1 

16,883 

1 

.06 

Sabana  Grande 

1 

17,105 

1 

.06 

Arecibo 

1 

80,957 

4 1 

.05 

Cíales 

1 

22,134 

1 

.05 

Loíza 

1 

24,430 

1 

.04 

Coamo 

1 

25,340 

1 

.04 

Adjuntas 

1 

28,354 

1 

.04 

Lares 

1 

30,973 

1 

.03 

Cayey 

1 

32,965 

1 1 

.03 

Caguas 

1 

62,439 

1 

.02 

Total 

i 

1,489,947  I 

195  I 

.13 
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CASES  ADMITTED  TO  LEPER  COLONY  FROM  JULY  1,  1926  TO  JUNE  30, 
1950.  MUNICIPALITIES  GROUPED  INTO  COASTAL  AND  MOUNTAIN  ZONES 


Municipality 

Population 

Number  of 
Patients 

Rate  per 
mile 

COASTAL  ZONE 

| 1,126,6^5 

no 

.15 

Naguabo 

17,352 

30 

1.76 

Patillas 

20,358 

10 

.50 

Vega  Baja 

23,358 

9 

.39 

Fajardo 

24,324 

9 

.38 

Vega  Alta 

15,978 

4 

.25 

Aguadilla 

42,004 

7 

.17 

Ceiba 

5,523 

1 

.17 

Ponce 

119,097 

19 

.16 

Arroyo 

13,609 

n 

Ü 

.14 

San  Juan 

230,235 

29 

.13 

Añasco 

16,030 

t 

.13 

Cabo  Rojo 

33,398 

4 

.12 

Rio  Grande 

16,800 

2 

.12 

Guayama 

36,123 

4 

.11 

Mayagiiez 

89,494 

9 

.10 

Yauco 

31,329 

3 

.10 

Humacao 

32,220 

3 

.09 

Manatí 

32,587 

3 

.09 

Vieques 

10,981 

1 

.09 

Cataño 

12,392 

1 

.08 

Maunabo 

11,548 

1 

.08 

Isabela 

26,670 

2 

.07 

Carolina 

29,200 

2 

.07 

Guánica 

14,739 

1 

.07 

Río  Piedras 

99,026 

6 

.06 

Lajas 

16,883 

1 

• .06 

Arecibo 

80,957 

4 

.05 

Lo  iza 

24,430 

1 

.04 

MOUNTAIN  ZONE 

l 

303,302 

I 

25 

.07 

Trujillo  Alto 

13,747 

5 

.36 

Juncos 

19,503 

3 

.15 

Toa  Alta 

14,075 

2 

.14 

Las  Piedras 

16,076 

2 

.13 

Comerlo 

20,696 

2 

.10 

San  Germán 

28,757 

2 

.07 

Naranjito 

15,300 

1 

.07 

Jayuya 

15,838 

1 

.06 

Sabana  Grande 

17,105 

1 

.06 

Cíales 

22,134 

1 

.05 

Coamo 

25,340 

1 

.04 

Adjuntas 

28,354 

1 

.04 

Lares 

30,973 

1 

.03 

Cayey 

32,965r 

1 

.03 

Caguas 

62,439 

1 

.02 
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MUNICIPALITIES  FROM  WHICH  NO  CASES  OF  LEPROSY  WERE  AD- 
MITTED TO  THE  LEPER  COLONY  FROM  JULY  1,  1926,  TO  JUNE  30,  1950. 


Municipality 

Population 

1 

1 

1 

1 

COASTAL  ZONE 

i 

295,679 

I 

1 

i 

I 

1 

Aguada 

1 

20,129 

1 

1 

1 

Barceloneta, 

| 20,768 

1 

Camuy 

21,513 

1 

1 

Culebra 

| 738 

1 

1 

Dorado 

| 11,038 

1 

1 

Guayanilla 

16,941 

1 

1 

Guaynabo 

24,222 

1 

1 

Hatillo 

20,276 

1 

1 

Juana  Díaz 

28,540 

1 

Luquillo 

10,009 

Peñuelas 

15,608 

J 

Quebradillas 

12,545 

| 

1 

Rincón 

10,977 

1 

1 

Salinas 

21,599 

1 

1 

Santa  Isabel 

13,889 

1 

1 

Toa  Baja 

13,787 

1 

1 

Yabucoa 

| 33,100 

1 

1 

1 

MOUNTAIN  ZONE 

I 

361,060 

» 

1 

l 

I 

1 

1 

Aguas  Buenas 

14,817 

1 

1 

Aibonito 

16,320 

1 

1 

Barranquitas 

18,829 

| 

Bayamón 

46,783 

1 

' 1 

Cidra 

20,116 

| 

1 

Corozal 

23,484 

1 

1 

Gurabo 

16,352 

1 

Hormigueros 

6,856 

i 

1 

Las  Marías 

| 10,544 

| 

Maricao 

8,141 

I 

1 

Moca 

j 19,235 

[ 

1 

Morovis 

18,367 

I 

1 

Orocovis 

22,226 

|. 

1 

San  Lorenzo 

28,947 

1 

1 

San  Sebastián 

36,197 

| 

1 

Utuado 

40,968 

| 

1 

Villalba 

] 12,878 

1 
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La  Epidemia  de  Rabia 

La  rabia  es  una  enfermedad  conocida  desde  la  antigüedad. 
Ataca  principalmente  al  perro,  pero  otros  animales  como  el  gato, 
las  vacas,  el  caballo,  las  muías,  ovejas,  cabras,  lobos,  focas,  hienas, 
monos,  camellos,  osos,  liebres,  conejos,  ratas,  arrieros,  marmotas, 
ardillas,  mangostas,  cuervos,  múcaros,  murciélagos,  pollos,  palomas, 
cigüeñas,  etc.,  son  también  susceptibles.  Cuando  la  rabia  se  apo- 
dera de  los  animales  salvajes,  su  control  se  hace  mucho  más  difí- 
cil. La  causa  un  virus  íiltrable  que  se  encuentra  en  grandes  can- 
tidades en  la  saliva  de  los  animales  enfermos  y se  trasmite  por  la 
mordida  del  animal  rabioso.  Al  morder  éste  produce  una  herida 
y deposita  en  ella  la  saliva  llena  de  virus. 

El  tiempo  que  transcurre  desde  la  inoculación  al  desarrollo 
de  los  síntomas  varía  en  los  distintos  casos  de  dos  semanas  a al- 
gunos meses,  calculándose  en  la  mayoría  de  los  casos  un  período 
de  tres  meses.  No  todos  los  casos  mordidos  desarrollan  la  enfer- 
medad, dependiendo  esto  de  varios  factores,  como  la  localización 
de  la  herida,  su  tamaño,  cantidad  de  hemorragia,  cercanía  de  ésta 
al  sistema  nervioso,  cantidad  de  virus  existente  en  la  saliva  inocu- 
lada, etc.  etc. 

La  presencia  del  virus,  la  cantidad  y su  virulencia  varía  mu- 
cho en  los  distintos  animales,  y aun  en  el  mismo  animal  durante 
las  distintas  etapas  de  la  enfermedad.  A veces  el  virus  está  pre- 
sente tres  o cuatro  días  antes  del  animal  mostrar  los  síntomas  ca- 
racterísticos de  la  enfermedad.  Se  calcula  que  sólo  el  35%  de  las 
personas  mordidas  por  un  animal  rabioso  desarrollan  la  enferme- 
dad. 

A pesar  de  que  la  secreción  lactea  cesa  en  los  animales  rabio- 
sos algunos  autores  han  informado  encontrar  el  virus  en  la  leche. 
La  rabia  existía  en  Puerto  Rico  desde  hacía  muchos  años.  Existe 
un  reglamento  regulando  la  tenencia  de  perros  y la  prevención  de 
la  rabia  desde  el  año  1912.  De  haberse  cumplido  dicho  reglamen- 
to no  tendríamos  hoy  la  situación  incierta  con  que  nos  confronta- 
mos. Por  un  período  de  aproximadamente  25  años  el  Departamen- 
to de  Sanidad  insular  no  había  comprobado  la  existencia  de  anima- 
les rabiosos  en  la  isla,  pero  en  el  año  1950  en  un  período  relativa- 
mente corto  empiezan  a aparecer  animales  rabiosos  en  Puerto  Rico. 

¿Estuvo  el  virus  de  la  rabia  en  forma  latente  en  los  animales 
salvajes  de  la  isla  por  un  período  de  aproximadamente  25  años? 
¿Se  importó  un  animal  rabioso  violando  las  leyes  de  cuarentena 
existentes?  No  vamos  a especular  sobre  estas  posibilidades.  Lo 
que  nos  interesa  apuntar  es  que  existe  una  epidemia  de  rabia  en 
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los  animales  de  la  isla  con  una  morbilidad  mayor  que  en  ninguna 
otra  época,  conocida  por  nosotros.  Y este  hecho  señalado,  no  hace 
bien  a nuestro  indiscutible  progreso  sanitario.  Necesitamos  acción, 
acción  vigorosa  que  conjure  el  peligro  a que  estamos  sometidos. 

Para  poder  erradicar  la  rabia  en  cualquier  comunidad  es  ne- 
cesario contar  de  antemano  con  la  cooperación  del  público,  por  es- 
ta razón  éste  debe  estar  bien  enterado  del  peligro  que  existe  si  la 
enfermedad  llegase  a propagarse  en  mayor  escala.  Como  la  enfer- 
medad una  vez  contraída  por  el  hombre  es  fatal,  las  personas  mor- 
didas por  un  animal  rabioso  y sus  familiares  pasan  gran  ansie- 
dad y sufrimientos  durante  el  período  de  vacunación  y desarrollo  de 
inmunidad  que  ésta  confiere.  Las  medidas  sanitarias  recomenda- 
das en  las  comunidades  que  existe  la  rabia  van  dirigidas  a con- 
trolar la  enfermedad  en  el  perro  y son  como  sigue: 

1.  Diagnóstico  de  la  enfermedad  en  los  animales  y disponer 
de  éstos  una  vez  hecho  el  mismo. 

2.  Destrucción  de  los  animales  mordidos  por  el  animal  rabio- 
so y cuarentena  por  seis  meses  de  los  animales  que  hayan 
tenido  contacto  con  el  animal  enfermo. 

3.  Establecimiento  de  un  sistema  estricto  de  licencias  para  la 
tenencia  de  perros. 

4.  Destrucción  forzosa  de  todos  los  perros  realengos. 

5.  Cuarentena  estricta  de  los  perros  que  se  importen  en  la 
comunidad. 

6.  Cuarentena  estricta  del  área  donde  aparece  un  animal  ra- 
bioso. 

7.  Campaña  intensa  de  erradicación  de  los  animales  salvajes 
que  pudieran  actuar  como  reservorio  del  virus. 

8.  Uso  de  la  vacuna  contra  la  rabia  en  los  animales  sanos. 

9.  Uso  de  la  vacuna  preventiva  en  todas  las  personas  mor- 
didas o que  hayan  venido  en  contacto  con  la  saliva  del 
animal  rabioso. 

Estamos  seguros  de  que  nuestro  Departamento  insular  de  Sa- 
lud reconociendo  la  gravedad  del  caso  habrá  de  actuar  con  la  ener- 
gía que  la  situación  requiere. 


P.  M.  O. 


SECCION  ADMINISTRATIVA 


Primer  Curso  Postgraduado  de  1051 

Del  12  al  16  de  febrero  próximo  tendrá  lugar  en  el  domicilio  de  nuestra.  Aso- 
ciación el  primer  curso  postgraduado  del  1951,  el  cual  estará  a cargo  del  doctor 
Richard  A.  Kern,  Profesor  de  Medicina  clínica  en  la  Escuela  de  Temple. 

Los  temas  a desarrollar  por  el  doctor  Kern  son  los  siguientes: 

1.  Some  Problems  of  Gerontology 

2.  Some  Problems  of  Geriatrics 

3.  Some  new  Things  in  Medicine 

4.  Practical  Points  in  the  Diagnosis  and  Treatment  of  Infections 

5.  The  Care  of  Inoperable  Malignancy 


DR.  RICHARD  A.  KERX 


Asociación  Médica  del  Distrito  de  San  Juan 

El  martes  30  del  cursante  mes  se  llevó  a efecto  en  el  domicilio  de  la 
Asociación  Médica  del  Distrito  de  San  Juan. 

Después  que  el  presidente  del  distrito,  Dr.  Luis  A.  Sanjurjo,  rindió  un 
breve  informe  de  las  actividades  sobresalientes  del  año,  se  procedió  a la  elec- 
ción do  la  directiva  y delegados  para  el  año  1951,  resultando  electos  los  si- 
guientes compañeros: 


Presidente: — Dr.  Luis  A.  Sanjurjo 
V ice-presidente: — Dr.  Ricardo  F.  Fernández 
Secretario: — Dr.  Roberto  J.  Aguayo 
Tesorero: — Dr.  Manuel  M.  Baralt 
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SECCION  ADM  INIS  TRA  TI  VA 


Delegados: — Dr.  Jaime  F.  Pou 

Dr.  Ramón  Llobet,  Jr. 

Dr.  Guillermo  Picó 
Dr.  F.  Hernández  Morales 
Dr.  J.  M.  Rivera  Otero 
Dr.  J.  Basora  Derilló 
Dr.  R.  S.  Díaz  Rivera 
Dr.  José  N.  Gándara? 

Dr.  José  Licha 

Dr.  Ernesto  C.  Martínez 

Dr.  Julio  E.  Colón 

Dr.  Manuel  E.  Paniagua 

Dr.  C.  José  Ferraiuoli 

Dr.  Fernando  L.  Buxeda 

Dr.  Luis  R.  Guzman-López 

Dr.  A.  S.  Casanova  Díaz 

Dr.  Carlos  E.  Muñoz  MacCormick 

Delegados  suplentes: — Dr.  José  A.  Scín 

Dr.  Lawrence  J.  Snyder 
Dr.  José  A.  Galla.rdo-Díaz 
Dr.  Néstor  Méndez 
Dr.  Víctor  M.  Rivera 


Comités 

Recientemente  fueron  nombrados  los  comités  para  el  año  1951.  Empezamos 
hoy  a publicar  una  relación  de  los  mismos: 

Comités  Científico  Junta  Editora 


Dr.  R.  Rodríguez  Molina 

Dr.  Manuel  E.  Paniagua 

Dr.  R.  3.  Díaz  Rivera 

Dr.  Ricardo  F.  Fernández 

Dr.  F.  Hernández  Morales 

Dr.  Roberto  Aguayo 

Dr.  José  N.  Gándara 

Dr.  R.  Arrillaga  Torréns 

Dr.  J.  Rodríguez  Pastor 

Dr.  Jaime  F.  Pou 

Dr.  Eduardo  R.  Pons,  Jr. 

Dr.  Dwight  Santiago 

Dr.  Antonio  H.  Susoni 

Dr.  Luis  Ortega 

Dr.  Pedro  J.  Zamora 

Dr.  Rafael  A.  Gil 

Dr.  Ezequiel  Prieto 

Dr.  R.  Jiménez  López 

Dr.  A.  Pérez  Toledo 
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Cursos  Postgraduados 
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Dr.  Ramón  M.  Suár  z 

Dr.  Rafael  Timotheé 
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Dra.  Susana  Igartúa 

Dr.  Guillermo  Arbona 
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Dr.  William  R.  Gelpí 

Dr.  José  Forastieri 

Dr.  Dwight  Santiago 

Dr.  Ramón  E.  Ramírez 

Dr.  Luis  A.  Sa-njurjo 

Dr.  Américo  Serra 

Milk-to-drink  that  is 

SAFE,  SIMPLE,  THRIFTY 

As  a physician,  you  know  what  a mother 
sometimes  fails  to  realize  . . . that  Pet 
Evaporated  Milk,  the  same  good  milk  that 
nourishes  her  child  so  well  in  infancy,  is 
good  milk  to  drink  all  through  life  . . . that 
Pet  Milk’s  usefulness  extends  far  beyond 
bottle-feeding  days! 

Infants  under  your  care  who  have  grown 
strong  and  sturdy  on  Pet  Milk  are  accustomed 
to  this  good  milk  ...  to  its  taste  and 
nutriment!  When  weaned  from  bottle  to  cup, 
they  readily  accept  Pet  Milk  diluted  with 
water  as  delicious  milk  to  drink  . . . the  same 
form  and  flavor  they've  always  known. 

There  is  this  important  fact,  too:  Pet  Milk 
costs  much  less,  generally,  than  any  other 
form  of  milk  ...  so  that  even  the  poorest 
families  can  give  their  children  adequate 
amounts  of  good  milk! 


Favored  Form 
of  Milk  for 
Infant  Formula 


And  it’s  easy  to  prepare!  Just  pour  a tall  can 
of  Pet  Milk  into  a quart  jar,  add  water  to 
almost  full,  and  chill  to  refreshing 
beverage  temperature. 

Yes,  when  mothers  ask  that  familiar  question. 
“When  do  I change  my  baby  to  regular 
milk?,”  the  wise  answer  is,  “Pet  Milk  is  milk  * 
— safe,  convenient,  economical  milk! 
Thousands  of  children  thrive  on  it  long 
after  weaning!  Keep  your  child  on  Pet  Milk 
through  all  his  growing  years!” 


PET  MILK  COMPANY,  1472-A  Arcade  Building,  St.  Louis  1,  Missouri 

Distribuidores:  B.  FERNANDEZ  & HNOS.,  SUCRS. 

P.  0.  Box  3629,  San  Juan,  P.  R. 


QUEMADURAS 

Rápido  restablecimiento  en  las  heridas 

ULCERAS 

m 


El  único  tratamiento  fueron 
apósitos  de  Ungüento  de  Vitamina 
A & D White's  que  hizo  innece- 
saria la  dermopéndesis. 


0 Quemaduras  de  segundo  y tercer 
grado  que  comprenden  un  25% 
de  superficie  cutánea. 


Contribuye  a una  pronta  cicatrización  y a la 
formación  epitelial,  con  satisfactorio  alivio  en 
los  casos  de  quemaduras,  heridas  de  lenta 
cicatrización,  úlceras  indolentes,  lesiones 
avulsivas,  heridas  postoperatorias,  fisuras  del 
pezón  y otros  muchos  estados  dermatológicos. 


UNGÜENTO  DE  VITAMINAS 


WHITE’S 

para  cicatrizaciones  rápidas 


White  Laboratories,  Inc.,  Newark  7,  N.  J.,  E.U.A.  • Fabricantes  de  Productos  Farmacéuticos 

Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


lhe  . . . estrogen 
preferred  by  us  is 
'Premarin, ’ a mixture 
of  conjugated  estrogens, 
the  principal  one  > 
of  which  is 

estrone  sulfate.”  m 


In  treating  the  menopausal  syndrome 
with  “Premarin”  Perloff*  reports  that 
“Ninety-five  and  eight  tenths  per  cent 
of  patients  treated  with  3.75  mg. 
or  less  daily  obtained  complete  relief 
of  symptoms”;  also,  “General  tonic 
effects  were  noteworthy  and  the  greatest 
percentage  of  patients  who  expressed 
clear-cut  preferences  for  any  drug 
designated  ‘Premarin?  ” 

Thus,  the  sense  of  “well-being” 
usually  imparted  represents  a “plus”  in 
“Premarin”  therapy  which  not  only 
gratifies  the  patient  but  is  conducive  to 
a highly  satisfactory  patient-doctor 
relationship. 

Four  potencies  of  “Premarin” 
permit  flexibility  of  dosage:  2.5  mg., 
1.25  mg.,  0.625  mg.  and  0.3  mg.  tablets; 
also  in  liquid  form,  0.625  mg.  in 
each  4 cc.  (1  teaspoonful). 

•Perloff,  W.  H.:  Am.  J.  Obit.  & Gjoee.  58^584  (Oct.)  1949. 


While  sodium  estrone  sulfate  is  the  principal  estrogen  in 
“Premarin”  other  equine  estrogens... estradiol,  equilin, 
equilenin,  hippulin...are  probably  also  present  in  varying 
amounts  as  water-soluble  conjugates. 


Estrogenic  Substances  ( water-soluble ) also  itnown  as  Conjugated  Estrogens  (equine) 


Ayerst,  McKenna  & Harrison  Limited 
22  East  40th  Street,  New  York  16,  N.  Y. 


F.  PONT  FLORES  — San  .Tuan,  Puerto  Rico 
Distribuidores  en  Puerto  Rico 


^v/wwuc,  ¿n/ected,  ¿utcvrveeub  u/cerú  of  hypostatic,  decubital  or  diabetic  origin,  usually 
respond  rapidly  to  topical  Furacin  therapy.  Of  81  such  cases  specifically  mentioned  in  the 
literature,  good  results  were  obtained  in  65.  The  infection,  odor  and  discharge 
usually  diminished  promptly  without  delay  of  healing.  Furacin®  brand  of 
nitrofurazone,  is  available  as  Furacin  Solution  (N.N.R.)  and 
Furacin  Soluble  Dressing  (N.N.R.)  containing  Furacin  0.2%. 

These  preparations  are  indicated  for  topical  application  in  the 
prophylaxis  or  treatment  of  infections  of  wounds,  second 
and  third  degree  burns,  cutaneous  ulcers,  pyodermas 
and  skin  grafts.  Literature  on  request. 

EATON  LABORATORIES.  INC..  NORWICH.  N.  Y, 

Downing,  J.  et  al. : J.  A.  M.  A.  133:299,  1947  • Johnson,  H. : Arch.  Dennat. 

& Syph.  57:348.  1948  • Miller,  J.  et  al. : New  York  State  J.  Med.  47:2316, 

1947  • Miller,  R.  et  al. : North  Carolina  M.  J.  9:574,  1948  • Shipley,  E, 
et  al.,  Surg.,  Gynec.  & Obst.  84  :366,  1947. 


Distribuidores— CESAR  CASTILLO,  INC.,  Calle  Tetuan  155,  San  Juan 


En  cualquier  clima,  bajo  las  condi- 
ciones más  variadas,  la  Leche  KLIM 
es  siempre  segura,  pura  y uniforme- 
mente nutritiva.  En  efecto,  KLIM 
lia  sido  usada  en  muchas  expedi- 
ciones al  Polo  Norte  y al  Polo  Sur 
y bajo  el  sofocante  calor  de  las 
selvas  ecuatoriales.  Y siempre  la 
frescura  uniforme,  sabor  y calidad 
inmejorables  de  esta  cremosa  leche 
en  polvo  permanecen  intactos  en  su 
lata  cerrada  al  vacío,  envasada  por 
medio  de  un  procedimiento  espe- 
cial. 

Considere  también,  Doctor,  otras 
grandes  ventajas  de  la  Leche  KLIM, 


. En  el  Polo  Norte 
en  la  Selva  Tropical 

tal  como  su  fácil  digestibilidad,  una 
de  las  razones  por  la  cual  muchos 
pedíatras  recomiendan  esta  leche 
superior  en  la  alimentación  de  los 
niños. 

Además  de  que  es  una  leche  ideal 
para  la  nutrición  de  los  niños  y para 
la  familia  en  general,  KLIM  es  un 
alimento  suave  pero  muy  vigori- 
zante para  los  ancianos  de  estóma- 
go delicado.  Esta  leche  tan  saluda- 
ble también  se  recomienda  en  las 
dietas  de  convalecientes  y frecuen- 
temente en  las  de  aquellos  que  pa- 
decen de  úlceras  pépticas. 

No  hay  mejor  leche  que  KLIM. 


KLIM 

LA  PREFERIDA  EN  TODO  EL  MUNDO 

Nos  complaceremos  en  suministrarle  informes  profesionales 
completos  sobre  la  Leche  KLIM.  Sólo  tiene  que  escribir  a: 

THE  BORDEN  COMPANY,  División  de  Exportación 
350  Madison  Avenue,  Nueva  York  17,  N.  Y.,  E.  U.  A. 


Distribuidores  para  Puerto  Rico: 

PLAZA  PROVISION  COMPANY,  Fortaleza  104,  San  Juan,  P.  R. 


A LOS  SEÑORES  MEDICOS 


Nos  complacemos  en  recordarles  que  desde  hace  25 
años  somos  distribuidores  de  los  productos  de  ELI 
LILLY,  de  los  cuales  siempre  tenemos  completo 
surtido  en  existencia. 

J.  M.  BLANCO,  INC. 

(Droguería  Blanco) 


•> 

. . toda  usa  noche  de  suefio 

para  el  paciente  que  sufre  de  . . . 

ASMA  BRONQUIAL  — FIEBRE  DE  HENO  — URTICARIA 

Los  síntomas  nocturnos  de  muchos  trastornos  alérgicos  se  controlan 

con  éxito  con: 

L U A S M I N 

CAPSULAS  y TABLETAS  CON  RECUBRIMIENTO  ENTERICO 
(para  acción  rápida)  (para  acción  retardada) 

Una  cápsula  de  LUASMIN,  administrada  cuando  se  requiera,  y súple- 
me :tada  con  una  tableta  con  recubrimiento  entérico,  hará  posible  que 
casi  cualquier  paciente  pueda  gozar  de  los  beneficios  de  toda  una  noche 
de  sueño,  reduciendo  así  a su  mínimo  la  tendencia  a que  recurran  los 
síntomas  el  día  siguiente. 

Cada  cápsula  o cada  tableta  con  recubrimiento  entérico  contiene: 

Acetato  sódico  de  teof ilina  (3  granos)  192  mg. 

Sulfato  de  efedrina  (%  grano)  32  mg. 

Fenobarbital  sódico  (V2  grano)  32  mg. 

También  hay  cápsulas  y tabletas  de  media  fórmula  para  niños  o para 
adultos  cuyos  síntomas  sean  leves. 

Sírvase  solicitar  literatura  descriptiva  y muestras  profesionales. 

BREWER  & CO.,  Worcester,  Mass.,  EE.UU. 

Químicos  Farmacéuticos  desde  1825 

L. ' 


> 


Para  combatir  congestión  y aliviar  el  dolor  en  inflamaciones, 
hay  casos  en  que  nada  sirve  mejor  que  el  calor  húmedo 
continuo  — aplicado  como  cataplasma  medicada. 

El  valor  especial  de  Numotizine  para  estos  casos  está  en 
el  efecto  combinado  de  la  base  y los  medicamentos  que 
contiene,  los  cuales  producen  efectos  locales  y sistemáticos. 
La  base  hidroftlica  de  caolín-glicerina  ayuda  a inducir 
hiperemia;  favorece  la  absorción  paulatina  del  guayacol  y 
salicilato  de  metilo.  Una  aplicación  de  Numotizine  ejerce  su 
efecto  durante  muchas  horas. 

Indicado  para  bronquitis,  congestión  en  el  pecho,  irritación  en 
la.garganta  y como  auxiliar  para  obtener  alivio  sintomático 
en  influenza.  Puede  usarse  con  buenos  resultados  con  las 
sulfonamides. 


Se  suministra  en  tarros  de  cristal 
de  57,  1 14,  228,  425  y 850  gramos. 


( 'fafttfctuiccáft  cíe 

ANALGESIA  Y 
DESCONGESTION 


de  'Pecúa 


( 


p 


AGOTAMIENTO 
OCASIONADO 
POR  FIEBRES 

paciente  se  encuentra  muy  debí* 
para  soportar  alimentos  sólidos. 

COMO  COMBATIRLO 
En  las  condiciones  anteriores, 
es  conveniente  un  alimento  alta- 
mente nutritivo  que  disminuya  el 
trabajo  del  aparato  digestivo. 
Muchos  médicos  recomiendan 
HORLICKS,  de  fácil  digestión, 
que  desde  el  primer  día  principia 
a reparar  los  tejidos...  da  una  nue- 
va vitalidad  y energía  y apresura 
el  restablecimiento  de  la  salud. 
Reg.  No.  1254  "A”  S.S.A.  Prop.  B • 36 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


Los  médicos  saben  que  duran- 
te las  fiebres,  el  peligro  está  en 
las  toxinas  que  entran  a la  corrien- 
te sanguínea.  Al  combatirlas,  los 
tejidos  se  debilitan  y el  cuerpo  Re- 
quiere una  urgente  nutrición  y es 
entonces  cuando  con  frecuencia  el 


De  venta  en 
farmacias  y 
tiendas  de 
abarrotes 


THE  NEW  YORK  POLYCLINIC 

ESCUELA  DE  MEDICINA  Y HOSPITAL 
Organizada  en  1881 

La  Primera  Institución  Médica  de  América  para  Postgraduates 


Í»AKA  EL  CIRCJANO  GENEKA1 

C'urso  combinado  que  comprende: 
cirugía  general,  cirugía  traumáti- 
ca, cirugía  abdominal,  gastroente- 
rológiea,  ginecológica  y urológica. 
Asistencia  a conferencias,  presen- 
cia a operaciones,  examen  pre- 
operatorio y post-operatorio  de 
enfermos  así  como  un  curso  ulte- 
rior en  las  salas.  Patología,  radio- 
logía, fisioterapia.  Demostraciones 
en  el  cadáver  sobre  anatomía  qui- 
rúrgica, cirugía  torácica,  anestesia 
regional.  Cirugía  operatoria  y gi- 
necológica en  el  cadáver. 


OBSTETRICIA  Y GINECOLOGIA 

Un  curso  completo.  En  Obstetri- 
cia: conferencias;  clínica  prenatal; 
presencia  a partos  normales  y o- 
peratorios;  operatoria  obstétrica 
( maniqí) . 

En  Ginecología:  conferencias; 
exploración  clínica;  presencia  de 
oneraeiones;  examen  pre-operato- 
rio  de  pacientes:  clínica  post-ope- 
ratoria  de  las  pacientes  en  las  sa- 
las. 

Patología  obstétrica  y ginecoló- 
gica; anestesia  regional  (en  ca- 
dáver). Asistencia  conferencias  en 
Obstetricia  y Ginecología. 


PARA  EL  PRACTICO  GENERAL 

Instrucción  intensa  en  aquellas 
asignaturas  que  son  de  interés 
primordial  para  el  médico  dedica- 
do a práctica  general,  consistiendo 
de  clínicas,  conferencias  y demos- 
traciones en  los  siguientes  depar- 
tamentos: medicina,  pediatría,  car- 
diología, artritis,  enfermedades 
del  pecho,  gastroenterología,  dia- 
betes, alergia,  dermatología,  neu- 
rología, cirugía  menor,  ginecología 
clínica,  proetoiogía,  enfermedades 
perivasculares,  fracturas,  urología, 
otolaringología,  patología,  radiolo- 
gía. La  clase  deberá  asistir  a las 
conferencias  generales  y a las  de 
los  distintos  departamentos. 


PROCTOLOGIA  Y' 
GASTROENTEROLOGIA 

Curso  combinado  que  compren- 
de asistencia  a clínica  y confe- 
rencias ; instrucción  en  exámenes, 
diagnóstico  y tratamiento;  pre- 
sencia en  operaciones;  visita  a las 
sealas  de  enfermos ; demostración 
de  casos;  patología;  radiología; 
anatomía  proetoiogía  operatoria 
en  el  cadáver... 


PARA  INFORMES  DIRIGIRSE  A 

MEDICAL  EXECUTIVE  OFFICER:  345  West  50th  St..  New  York  City 

A 


Distribuidores:  FRANCISCO  N.  CASTAGNET 
San  Juan,  Puerto  Rico 


INYECCION 
AL  DIA 


La  preparación  ideal  de  insulina  para 
el  tratamiento  de  la  diabetes  debe 
proveer  control  tanto  del  período  diurno 
como  del  nocturno.  El  Insulin  NPH, 
Lilly,  parece  que  satisface  este  re- 
querimiento con  una  sola  inyección  al  día 
en  la  mayoría  de  los  casos.  La  justipre- 
ciación clínica  cuidadosa  del  Insulin 
NPH,  Lilly,  ha  estado  en  progreso  por  más 
de  tres  años  en  más  de  1500  casos. 


Eli  Lilly  Pan-American  Corporation 


INDIANAPOLIS  6.  INDIANA.  E.  U.  A. 


